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MEDICAL WORK IN ITS VARYING ASPECTS AND 
LIFE IN GENERAL IN NORTH INDIA.’ 


By Epwarp W. Gavtr, 
Melbourne. 


Ir is a great privilege to be asked to address this 
meeting. One of the happiest things about a furlough in 
Melbourne is the opportunity of renewing friendships and 
mecting again those to whom one owes so much. In India 
one can not only feel lonely socially, but at times very 
lonely professionally, when faced with work that really 
lies within the province of a specialist. But I should like 
to pay a tribute to my teachers in the clinical school] in 
Melbourne, whose foundation of principle in diagnosis and 
treatment has guided me in times of perplexity. In surgery 
especially I looked back to years of post-graduate study at 
the Royal Melbourne Hospital with great gratitude, for 
lessons learnt there have helped me at many times of 
worry. 

I can speak of only one small part of India, and what I 
say in this paper will refer to that part only. Our hospital 
at Azamgarh is on the plains of North India some eighty 
miles north of Benares, that most sacred and yet most 
dirty city. The countryside is as flat as a pancake for 
hundreds of miles till one reaches the foothills of the 
Himalayas, and it would be monotonous but for the tree- 
lined roads and the clumps of trees, under which shelter 
the villages. Apart from the few big cities and a number 
of smaller towns, the great bulk of the people live in 
villages and cultivate the soil, and it is there that the 
heart of India is to be found. The cities present a strange 
mixture of East and West and a colourful but distorted 
picture of Indian life, which finds its representation in 
so many of the travel books written about India. But 
to see the real India one must know the humble peasant 
in the village. In our district the biggest town has 25,000 
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people, while an area measuring 60 by 40 miles has a 
population of 1,500,000 people. Cultivation is intense, and 
every available scrap of land is utilized. Even the banks 
of the river are used for growing rice. Under the family 
system, whereby the property of the father is divided 
among his children, the size of the fields is microscopic; 
but some more enlightened people have pooled their 
resources and gone in for more modern cultivation. Since 
timber is difficult to obtain there are no fences, and the 
small children are sent from dawn till dark minding the 
cattle, as they graze on the side of the road, or the goats 
which are fed from leaves cut from the trees lining the 
roads. Husbandry is primitive—the wooden plough, crops 
sown and reaped by hand, the ox treading out the grain 
from the straw and now and then snatching his due 
reward, and finally the winnowing in the wind. Yet 
experts say that modern ploughs would go too deeply into 
the subsoil in land never well manured, and under present 
conditions the wooden plough, which seems only to scratch 
the surface, gives the best results. In the winter the 
barley and wheat are grown mixed with peas, mustard and 
linseed and are only separated by hand at harvest time. 
Then comes the time for planting the sugar cane, followed 
by hand irrigation with water drawn by manpower from 
wells with a primitive bamboo fulcrum arrangement. This 
has a lump of earth on one end and a rope with a con- 
tainer on the other, and men will work all day drawing 
water to keep the crops going during the intense heat 
of the dry season. When the rains come the time for 
transplanting the rice has arrived, and I know of no more 
glorious sight than the intense and vivid green of the 
young shoots of rice coming through the flooded fields. 
The villager is a hard-working and friendly man. In 
Hindu villages, where a number of castes live together, 
every man has his allotted tasks and privileges; but the 
laws of Manu, which govern this jagmani system, are 
being broken by the less privileged classes, which are 
breaking free from a tyranny imposed on them by those 
more privileged by birth. In our district, because of the 
density of the population, many of the sons have sought 
employment in the bigger cities and even further afield in 
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Burma and Singapore, and till recently a great deal of 
money came back to their families with the result that 
some, who had previously been little more than serfs, 
have been able to acquire land and some degree of 
independence. The landlords who, in virtue of their 
hereditary right to land, have been able to receive free 
labour in return for land rented, still, however, exert a 
domineering influence over their less fortunate country- 
men, especially the outcast people. The villager lives on 
a simple diet of wholemeal bread baked in thin flat cakes 
or chapatties, and a lentil known as dal, or he combines 
rice with the latter. But the poorer people can afford only 
a mixture of vegetables, and in these days the usual two 
meals a day are not infrequently replaced by one, for 
there is a poverty in India that Australia cannot conceive 
of unless it is seen. Income barely exceeds expenditure, 
and the expense of a wedding with the inevitable dowry 
drives the poor villager to the money-lender, whose 
interest is so high that the principal can never be paid off. 

But despite these hardships the villager is a cheerful 
fellow. As the sun sets he drives his oxen home from the 
fields with the plough over his shoulder, tethers them out- 
side his house, and after seeing that they have their meal 
gathers with the other men of the village to smoke the 
hooka—which is passed from one man to another—among 
equals. This is the time to meet and talk with him, and 
hear all the latest gossip about crops and people and often 
about matters farther afield. Although he is usually 
illiterate, he is a man of sound common sense. 

The village house is made of thick mud walls with low 
doorways, small windows and a thatched or tiled roof. 
The women, besides doing the cooking, often assist the 
men in the field. In a village of any size there is a potter 
who makes all the earthenware for the village, and others 
by hereditary occupation are the string makers, the 
earpenters and indigenous doctors or “viads’’. 

Superstition is common among the simple villagers, and 
belief in evil spirits is very real. Illness is often attributed 
by the villager to the power of spirits which an enemy has 
visited on him. But he has a_ helpless resignation, which 
causes him to sit down under trouble, accounting it to be 
the will of God. This can be most exasperating and 
pathetic in its outcome. 

The Muslim community comprises descendants of those 
who centuries ago came out of the north and conquered 
much of this part of India. They are to be found more in 
the cities, although many live in villages. Despite political 
differences, they live side by side with Hindus in a spirit 
of friendship and brotherhood. The custom of purdah is 
one which demands that women keep the face veiled from 
men other than their immediate relatives, and when they 
are out of doors they wear an all-enveloping garment 
known as a burka, and look like white ghosts. If they 
have to travel any distance they are carried in a closed 
palanquin or covered cart. This secluded life has a very 
limiting effect on women’s outlook, and is responsible also 
for the high percentage of pulmonary tuberculosis among 
Mussulman women. This system is undoubtedly breaking 
down; yet a woman who discards her purdah is made to 
feel naked in the sight of men, and one can well imagine 
the feelings of a timid woman. The custom has its amusing 
side, as illustrated by the patient who would not let me 
see her face, but insisted on my examining her piles. 

A medical man in such a country district is faced with 
such a diversity of sickness that he becomes a general 
specialist, and finds himself knowing “less and less about 
more and more”. I shall endeavour to describe what this 
work involves, although because of the wide field I cannot 
claim to speak as one with authority. 

The patients who come to us are much like Australian 
patients with much the same fears, worries and diseases, 
but in addition they fall victims to one or other members 
of the group of tropical diseases. Poverty and malnutrition 
are responsible for lowered resistance, and men and women 
age prematurely. 

Our hospital has accommodation for fifty in-patients— 
mainly for women who, apart from our hospital, are 
practically uncared for in our district. Each patient brings 
a relative with her to cook her food and be with her in 


this strange building. Patients will often ask permission 
to bring three or four of their relatives and a number of 
children with them; but we have had to limit the number 
of relatives, as the whole question of accommodation 
becomes unmanageable. Usually the relatives sleep on the 
floor on a bedding roll, as we are unable to provide beds 
for them. On one occasion I found the relative snoring 
on the bed while the patient was tucked away at one end. 
When remonstrated with, the relative said: “Well, after 
all, I have been working all day, and she has been enjoying 
rest.” Bugs are a source of great trouble; but special 
metal unjointed beds have largely overcome this trouble. 
At one time monkeys were a source of great trouble, 
coming into wards, stealing food, and breaking everything 
within reach; but the municipal council has _ recently 
caught and transported all the monkeys, to our great relief. 
I remember one occasion, when a monkey snatched a 
specimen of stools and urine wrapped in a brown paper 
parcel from my wife as she walked into the hospital. 
Climbing to the top of a nearby tree, he opened the parcels, 
emelt them and threw them onto the groun@ in great 
disgust, to our intense amusement. Dogs still are a great 
trouble to us and are attracted by patients, who give them 
the remnants of their meals, in spite of our protests. 

Hospital organization is much the same as in Australia. 
We have a reliable and capable Indian senior staff with 
an Australian matron and nine junior nurses in training. 
Our Indian sister runs the operating theatre with an 
efficiency and thoroughness that remind me of hospitals in 
which I have worked in Australia, and she has frequently 
assisted me single-handed at major surgical procedures. 
Our anesthetist is an Indian dispenser of drugs, who has 
learned anesthesia as a side line. She gives an excellent 
anesthetic, using mixed ether and chloroform. She is a 
careful anesthetist, and never worries the surgeon unless 
the patient’s condition warrants it. Her record of 1,500 
anesthetics without a death on the operating table is a 
creditable one for a non-medical woman dealing with, at 
times, critical cases. 

Our training school for nurses is probably the most 
constructive part of our work, for good nurses are rarely 
found, and apart from the big cities like Lucknow, Benares 
and Agra, nurses are not found except in mission hospitals. 
The training both in the wards and in the lecture room is 
done in the vernacular (Hindustani). Real nursing 
involving the washing and more intimate care of the 
patient, apart from the more spectacular sides of nursing 
work, has great difficulties for these North Indian girls. 
Their instinctive reaction is to regard anything associated 
with childbirth or excreta as being so unclean that they 
must have nothing to do with it. But patience, firmness, 
and the example of our senior Indian nursing staff have 
succeeded, and after some years of ups and downs, the 
basis of training may be said to be firmly laid. Our 
Australian sister has been largely responsible for this— 
regulating hours of duty, rotation of work, study hours 
and a capping ceremony after the trainees have passed the 
examinations which the Government conducts. It is 
interesting in passing to note that Indian nurses are now 
expected to have six months’ experience in the nursing of 
men. This is a big advance for women’s activities in 
India. 

Recently tutor sisters have been introduced in some of 
the larger hospitals, and a post-graduate course for nurses 
in Delhi and Madras has been instituted for training 
Indian sisters in administrative work so that they will be 
qualified for the position of matron. 

In a tropical hospital there is no more important place 
than the laboratory, and I commend to you the practice 
we adopt of having this next door to the out-patient depart- 
ment, so that it is readily accessible to patients. The 
doctor has a chance of seeing specimens if he wishes rather 
than having to depend on a written report. We have 
trained an Indian girl to carry out all the stool, blood 
and smear examinations, and under supervision to perform 
Kahn, urea concentration and sedimentation tests, and 
test meal examinations. She does this reliably and care- 
fully, and because of the large amount of material that 
passes through her hands she has become expert in her 
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work. Every in-patient and many out-patients have stool 
tests and hemoglobin estimations, the latter giving an 
index of the need for a blood count. I regard these two 
examinations as more important than a urine test, which, 
of course, we also carry out as a routine measure. 
Surgically, we have often been saved from operating too 
soon on an anemic patient with hookworm disease, who 
after treatment can be built up for operation. 


Medical Conditions. 


Tropical medicine has its foundation in the accuracy 
and specificity of both diagnosis and treatment, with the 
promise of a high percentage of cure. 


Malaria is endemic and rarely epidemic in our area; but 
since the retreat from Burma, a virulent form of cerebral 
malaria has spread all over India, and I have seen more 
cases of malaria in the past twelve months than in the 
previous five years. Patients with enlarged spleen and 
anemia have become quite common. These patients 
respond well to treatment with quinine followed by a 
course of “Plasmoquine”. Until recently the routine 
adopted was the administration of ten grains of quinine 
sulphate in solution (this is absorbed better than pills) 
twice a day for seven days if possible, followed by a short 
course of “Plasmoquine”. But the recent quinine shortage 
has been followed by an order to limit the total dosage to 
seventy grains, except for patients who are not responding, 
and this may have an advantage in assisting the patient 
to develop an immunity which a more effective dosage of 
quinine might prevent. “Atebrin” will effectively replace 
quinine, and the yellowish colouration of the skin often 
produced is of no moment, although it may alarm the 
patient and relatives. In malignant cases I would piead 
for the early intramuscular use of quinine hydrochloride 
(five grains). 


I have seen trouble in only two cases, in which the 
injection was not given deeply enough to a fat patient and 
entered the subcutaneous tissue. It is safer and I find 
as effective as intravenous injections. Diagnosis can 
be difficult, as the text-book temperature chart is 
rarely produced, especially in recurrent cases, and the rise 
in temperature often is not intermittent. Diagnosis can 
usually be made from examination of a blood smear; but 
the slides must be scrupulously clean and not scratched, 
and the stain—if Leishman’s is used—must be freshly 
prepared every two or three days, or a troublesome deposit 
forms. Prophylaxis involves the use of the mosquito net. 
Quinine as a prophylactic is not a preventive, and is not 
used in our area. 


Hookworm disease is very prevalent. Defecation is 
performed near water so that the anus can be washed. The 
naked foot on a river bank becomes a ready prey, and it is 
well to remember that infection can be carried by servants 
into the house, especially the bathroom. One should never 


_ But a bare foot to the ground anywhere. Hookworm 


infestation is a disease that rarely kills; but it lowers 
the resistance and produces such severe anemia that it is 
not uncommon to see patients with white finger nails and 
tongues. The diagnosis is easy by means of the flotation 
method in concentrated saline solution; but it is well to 
remember that the eggs rise to the surface of the solution 
after twenty minutes and sink after thirty minutes. In 
a small tin container the stool is emulsified thoroughly 
with the solution to separate the eggs from the feces, and 
the tin is completely filled with saline solution. On top of 
this a slide is placed, and this is inverted for examination 
between the times given above. When the patient is very 
anemic, he is given an iron mixture for some weeks before 
specific treatment is undertaken. - Specific treatment is 
simple; it is by means of tetrachlorethane (three cubic 
centimetres), oil of chenopodium (one cubic centimetre 
introduced with a syringe for thorough emulsification), and 
saturated magnesium sulphate solution to two ounces. This 
is given first thing in the morning, and if the bowels are 
not open in two hours, the magnesium sulphate only is 
repeated. Tetrachlorethane is much less toxic than carbon 
tetrachloride, and can be given to ambulatory patients; 
but it is wise to give glucose for several days before 


treatment to safeguard the liver. It is useless to reexamine 
the stool for ten days after the treatment, as eggs may 
still be present, even if the worms have been eliminated. 
In heavy infections, treatment may have to be repeated 
three or four times, and “check-ups” are necessary every 
year. The routine investigation of school children followed 
by treatment yields gratifying results in improved work. 


Entamebda histolytica infections are common. In the 
acute form the ameba can be readily discovered if the 
stool is fresh and fluid. In the chronic form the symptoms 
are those of discomfort and wind in the stomach, associated 
with feelings of lassitude and tiredness. On examination, 
the colon and caecum are palpable and a tender epigastric 
point is present. The amebe or frequently only cysts are 
best found after a saline purge; but they can frequently 
be seen in a fresh “stolen” specimen on a finger stall after 
rectal examination. In the acute form the administration 
of emetine by daily injection of one grain is indicated; 
but in the chronic form arsenic preparations such as 
“Carbasone” or “Stovarsol” are more effective, especially 
if the patient is kept in bed. For some months after 
treatment the patient should avoid all roughage in the 
diet. I have seen quite a number of patients suffering 
from amebic hepatitis, but none requiring surgical treat- 
ment. The tender, enlarged liver simply melts away under 
treatment with emetine. 


One other interesting disease is kala-azar; it leads to 
an infection producing a high temperature, wasting, and 
enlargement of the liver and _ spleen. The protozoal 
Leishman-Donovan body responsible is carried by the sand- 
fly (Phlebotomus argentipes). This disease is gradually 
spreading up the Ganges valley, and is beginning to rear 
its head in our district. The response to intravenous 
injections of antimony is dramatic. 


Time does not permit me to describe more than two 
other interesting medical conditions. Although syphilis 
is very common and primary sores are seen not infre- 
quently in out-patients, nervous syphilis is almost never 
seen (possibly owing to the presence of malaria), and 
aortic regurgitation is an uncommon disease—I can recall 
only one case in five years. Ascites is another common 
condition. In a certain number of cases it is associated 
with hepatic cirrhosis; but in the vast majority it is due 
to tuberculous peritonitis. 


Surgery. 


Surgery has a range very like that met with in 
Australia, although in the north gastric lesions are uncom- 
mon. Appendicitis is not frequent; but two of the worst 
cases of gangrenous appendicitis I have ever seen occurred 
in Indians (incidentally, Christians). 


Tuberculous glands and joints, however, present one of 
the biggest and most difficult of surgical problems. 
Patients are frequently unwilling to put up with prolonged 
periods of rest, and one frequently sees the condition in an 
advanced form with sinuses. One practically never sees 
it in its early form, as patients do not come for treatment 
at that stage. With regard to tuberculous glands in the 
neck, or not infrequently the neck and axilieg, I prefer to 
excise them rather than to await suppuration. I had two 
rather terrifying experiences when the jugular vein rup- 
tured during the removal of soft matted glands (both 
patients fortunately recovered). When the glands are 
near the vein and caseous, I now simply curette out the 
contents and leave the capsule. It is surprising how well 
these patients do. When the gland has broken through 
the skin, I believe that the curetting away of all unhealthy 
tissue shortens convalescence, and I have been interested 
to see how rapidly such lesions heal by second intention. 
Similarly, with regard to tuberculous joints with sinus 
formation, I consider that healing is greatly hastened if 
dead bone is removed and sinuses are curetted. 


These procedures must, of course, be accompanied by 
rest of the body generally and of the affected part locally, 
supplemented by a good diet and by the administration of 
cod liver oil and calcium (in India, calcium is a. panacea 
for all tuberculous conditions). 
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Midwifery. 


Midwifery provides some of the most interesting and yet 
the most discouraging parts of the work. Most of the 
midwifery is done by untrained, village midwives, who do 
this work as an hereditary job. After they have done their 
best or worst the patient comes to hospital, and we fre- 
quently see patients who have travelled for thirty or forty 
miles in a bullock cart, with threatened ruptured uterus 
or in a foully septic condition from the frequent dirty 
pelvic examinations that have been made. 

I remember one patient who had a most extraordinary 
presenting part per vaginam. After performing a version 
and delivering the child, we found that the presenting part 
was an amputation at the shoulder. The patient had had 
a transverse presentation with prolapsed arm which the dai 
(or midwife) had cut off when she could not remove the 
child. 

Osteomalacia is common, and contracted pelvis is a 
frequent cause of obstructed labour. I have been surprised 
to find out how well patients suffering from sepsis do 
when a lower segment Cesarean section is performed. 

In Delhi excellent work has been developed in the care 
of pregnant women, and an attempt to meet the midwi': -y 
problem has been devised by training and supervising the 
work of the indigenous midwives. But in our part we are 
still very backward. However, our Indian sister used to 
gather the local indigenous midwives on Saturday after- 
noon and teach them the essentials of cleanliness and 
non-interference. Here are some of her observations on 
the work of these women: 

When the midwife is called to a case, if she is wearing 
clean clothes, she will immediately change into her oldest 
and dirtiest clothes. Before leaving her home she asks 
particulars about the patient. When she reaches the 
patient’s home she rubs oil all over the patient’s stomach. 
Then she examines the patient internally with her dirty 
fingers. The patient is placed in the corner of the darkest 
room, where she is made to sit on a brick until the child 
is born. As the case progresses, the dai—whose arm is 
covered with bangles from her wrist to her elbow— 
repeatedly investigates P.V., and, if the bag of water has not 
broken, she breaks it open .with,-her long nails. If the 
placenta is not delivered fairly soon, she places hair or dirty 
money in the patient's mouth te make her vomit. The dai 
then rubs the patient’s stomach with her head, so that all 
the dirty blood may come away. Only the dai is allowed 
to touch the patient for twelve days. If there is any 
perineal tear, the patient is made to sit in wine, or this is 
poured into the vagina, and a piece of sugar cane is applied, 
so that the torn part may heal. The baby’s cord is tied with 
dirty cord and then a coin (part of the fee) is placed under 
the cord and it is cut with a knife used in reaping the crops. 
Then ashes or dry cow manure is rubbed into the cut cord. 
Up to the age of two the baby is rubbed daily with oil, but 
is never given a bath. 

These dais are outcast women, who are the only group 
that will touch women at childbirth. Even a drop of 
blood will render another caste unholy. But today the 
government in Lucknow is training educated Christian 
women as midwives, and these women are doing 
magnificent work in the country areas. 


Gynzecology. 

Difficult labours are responsible for the high percentage 
of vesico-vaginal fistule met with, and nothing is more 
miserable than the state of these unfortunate women. 
Repair from below by a flap method with free dissection of 
the layers is nearly always worth attempting, and some 
patients do surprisingly well. But when the urethra is 
also torn so that the sphincter has gone, or when the 
fistula is high up in the presence of a contracted pelvis, or 
when it is very large (admitting two or three fingers) 
with sear tissue extending out into the fornices, trans- 
plantation of the ureters into the pelvic part of the colon 
is the best operation. I watched one surgeon in Calcutta 
perform one of his 60 to 70 operations a year. I have 


personal experience of only three cases, but have been 
surprised at the relative ease of such operations, so long 
as great care is taken not to twist the ureter, which is 
buried in a tunnel made in the anterior longitudinal fold. 
The procedure is carried out in two stages, with about a 


fortnight between the operations on the right and left 
ureter. It is important to make sure that the rectum can 
retain fluid for some hours before performing the opera- 
tion; otherwise the patient’s condition will be no better 
than before. From reports on this operation coming from 
different parts of India, ascending infection of the kidneys 
when this technique is used is not nearly so frequent as 
may be supposed. be 


Eye Diseases. 


India is the home of eye diseases, which start with the 
child whose eyes become infected by flies, and end with 
the old man with cataract, which he expects to be removed 
as a minor procedure. There is a village medicine made 
from the bark of a tree which is used for children’s eyes, 
and produces at times the most dreadful corneal ulcera- 
tions and opacity. ildren are not infrequently brought 
to us with the con 8 of the eye either extruded or in 
the process of extrusion. Another fruitful source of blind- 
ness in children is smallpox. 

In young people, however, trachoma is the source of 
much eye trouble, with its complications (pannus, corneal 
ulcerations, hypopyon, perforation and iris prolapse and 
in late cases entropion). I have found that this condition 
is most frequent where the living conditions are poor and 
hookwcrm infections and night blindness are prevalent. I 
do not regard it as a highly infectious disease, and it is 
interesting to note that its incidence among medical men 
in India is extremely low. 

Sulphanilamide is of use in healing the coincident infec- 
tions; but when granulations and vesicles are present in 
the lids, these must be expressed, and the lids painted with 
a caustic. I prefer to use a 4% solution of perchloride of 
mercury in glycerin three times a week, carefully pro- 
tecting the cornea with cotton wool swabs. When pannus 
is severe, this will clear in a remarkable way if a 
peritomy is performed by the application of the silver 
nitrate stick at the corneo-sclerotic junction. I have been 
interested to see how well patients suffering from perfora- 
tion of the cornea with prolapse of the iris do if they come 
early for treatment and if the iris is well freed. 

I had an opportunity recently of watching Lieutenant- 
Coionel Kirwan operate at the ophthalmic infirmary at 
Calcutta, and what impressed me most was his “no touch” 
technique. His hands never touched the eye except through 
the medium of an instrument or a swab at the end of a 
stick. He uses facial nerve and ciliary ganglion block in 
all cataract cases, leaves a conjunctival bridge at the upper 
end of his incision, and irrigates away any soft lens 
material Icft after the extraction. 


Ear, Nose and Throat Conditions. 


Upper respiratory tract infections are common, and I 
am sure there is some connexion between the frequent 
occurrence of septic tonsils and tuberculous glands in the 
neck. The removal of the former will diminish the fre- 
quency of the latter. In late cases mastoid infection some- 
times leads to a subtemporal abscess, and I have seen one 
extending right round to the orbit. 

The most interesting patient I had was an old lady 
who had complained of nasal obstruction for forty years, 
and as she had a developing cataract on the affected side, 
her son, who was a doctor, was anxious for her to have 
treatment. On one previous occasion she had been operated 
on and told that there was some dead bone present in the 
nostril. Under general anesthesia I attempted to dislodge 
this, and was eventually successful, but foolishly had not 
packed the posterior nares. The patient was nearly 
drowned in her own blood before we were able to pack the 
nose after dislodging the tightly wedged mass—a piece of 
betel nut. The patient made an uneventful recovery, due 
to the dictum I had learnt as a student: “Unilateral nasal 
infection is usually due to a foreign body—so look for it.” 


Public Health. 


Public health concentrates effectively on three diseases— 
smallpox, cholera and plague.. In each district there is a 
number of medical men, assisted. by vaccinators, who give 
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free vaccination and inoculation as a routine prophylactic 
measure for smallpox, and in epidemics, for cholera and 
plague. This procedure, combined with the establishment 
of temporary camps when there are outbreaks, has greatly 
diminished the mortality rate in these diseases. Injections 
have become so popular that, whereas some years ago 
patients had to be tempted by a bribe before they would 
agree to vaccination, people now readily come forward; 
but some who fear the pain will offer the vaccinator a fee 
to put their name down as “done” and save them 
inconvenience. 

In malaria the main work done in our district is to 
distribute quinine to needy people. 

But the problems of diet, the prevention of hookworm, 
the elimination of malaria, and the adoption of sanitary 
methods are hardly touched. There are in India 
magnificent laboratories, such as the Haffkin Institute at 
Bombay and the Kasauli Laboratories at Punjab. There 
are advisory institutional centres of a first-class nature, 
such as that at Conoor. But in the villages of outback 
stations ignorance, superstition and backwardness prevail, 
so that all but the most energetic become discouraged. 

In our mission we have endeavoured to start by 
improving conditions in our own Christian community, 
hoping that they will act as a permeating influence on the 
community as a whole. To this end we have instituted 
the routine examination of all school children, with 
investigations of their stools, urine and hemoglobin value 
at the same time. Cards are kept and the “check-up” is 
made at least once a year or more frequently if time 
permits. The work involves visits to parts of the English 
side of our mission as well, which may mean two or three 
days away from hospital. The stressing by constant 
repetition of the importance of the mosquito net, of shoes 
on the feet, of the value of sun-glasses, and of the danger 
of flies on the food yields some fruit. The improvement 
of hostel diet to provide sufficiency, variety and quality 
has been effected with the help of Conoor. Recently we 
have introduced a system of health insurance to cover a 
wide range of salaries, which will help the hospital and 
enable people to obtain medical treatment at very cheap 
rates and, at the same time, make it possible for us to 
supervise carefully the health of the community. 


Medical Education. 


Medical education is of the utmost importance in India 
today. If the level of this is maintained and developed, 
then the India of the future will be equipped to carry its 
own problems. Medical men in India have utilized the 
wonderful wealth of clinical material for the introduction 
of new methods, and one can recall many names, such as 
Freyer in urogenital surgery, Elliot and Smith in 
ophthalmology, Rogers and Ross in parasitology and 
Chopra in pharmacology. People frequently ask me here: 
“What are Indian doctors Hike?” And my reply is: “Very 
much like doctors in Australia, good, bad and indifferent.” 
I count among two of my best friends two Indian doctors— 
one a Hindu, the other a Christian; for their keenness, 
thoroughness and sincerity in their work I count it a 
privilege to meet and work with them. On the other hand, 
there are (as in Australia) men who think only of the 
administrative and financial side of things, and are not 
concerned with individuals. The best type of Indian 
doctors that I have come in touch with are those who 
have had a strong Christian influence in their education. 
I think it is hardly realized in Australia how much of our 
professional etiquette, consideration for the poor and needy, 
and all that is best in our profession rests on a Christian 
basis. That is why I am intensely interested in the 
development of a Christian medical college for both men 
and women at Vellore near Madras, because I believe it 
will turn out men and women with the right outlook and 
attitude. It is a task that calls for money and teaching 
personnel, and I feel there is no contribution to be given 
to India today greater than this—the training of Indian 
doctors in sound methods of investigation, diagnosis and 
treatment, and above all, in idealism. For in India mere 
humanitarianism is not enough. Sickness, filth, disease, 
rest on superstition or on tradition, which is inevitably 
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associated with religion. For people to have abundant life 
they must be free, and they can only find this freedom in 
Christ. Those things that thwart me medically and 
surgically, and against which I fight, are part and parcel 
frequently of a false conception of God, and this needs 
help as much as the bodily trouble. We do not force 
religion on people, but we do tell them of the freedom 
which comes with following Christ, and what the love of 
God can mean. I went to India with the aim of doing my 
best medical work for a backward people, and I found 
that such work depends on one’s spiritual alertness, which 
if really worth while can be passed on to others. 


AN EPIDEMIC OF POLYARTHRITIS IN THE 
NORTHERN TERRITORY. 


By Jonn H. HaAt.ipay, 
Lieutenant-Colonel, Australian Army Medical Corps, 
AND 


Joun P. Horan, 


Lieutenant-Colonel, Australian Army Medical Corps, 
Australia. 


Tu1s report is based on the study of 105 soldiers 
admitted to two army hospitals in the Northern Territory 
between November 1, 1942, and January 31, 1943. Over 
some months prior to this period, a number of patients 
with acute arthritic manifestations had been admitted to 
the medical division of one of these hospitals with the 
diagnosis of acute rheumatism. These cases did not con- 
form to this diagnosis, either in their history or in their 
subsequent course. Towards the end of October, the 
incidence of these cases increased, and the present study 
was commenced. The feeling grew that the condition was 
one which had not been previously described, and it was 
considered advisable to give it a provisional name. 
Inasmuch as the predominant signs and symptoms were 
related to the joints, the non-committal term of “acute 
polyarthritis” was applied. This is not a desirable name 
for the disease, but it has fulfilled a useful purpose in 
abolishing the erroneous conception that acute rheumatic 
infections are prevalent in this area, and its use has been 
continued, as the nature of the infection remains unknown. 


Definition. 


An acute febrile disease, characterized by a fleeting 
exanthem, mild fever, pain and swelling of joints and 
tender enlargement of the lymph glands, the disease runs 
a benign course of from one to four weeks, and complete 
recovery takes place. The etiology is unknown. 


Clinical Features. 


One of the most striking features of this disease is the 
absence of severe constitutional disturbance. The onset is 
gradual, the initial complaint being one of widespread 
joint pains. Very occasionally, however, a rash precedes 
these symptoms by twenty-four hours; but, in general, 
the rash appears after the joint pains have commenced. 
In the more acute form of the disease, these pains are 
followed by a painful enlargement of one or more of the 
joints. When the disease is mild, no joint swellings occur. 
Fever of moderate degree is present in all but the mildest 
types; this is of short duration, subsides irregularly, and 
does not recur. Tender enlargement of lymph glands is 
a constant feature. In a small proportion of cases, the 
patients complain early in the disease of hypersensitivity 
of the tips of the fingers. Headache is rare, and there are 
no symptoms referable to the eyes. Sweating does not 
occur, apart from that normally experienced in this 
climate. The spleen is not enlarged. 

The disease runs a variable course of from one to four 
weeks. The joint enlargement subsides within a week, but 
painful limitation of joint movement persists fer two or 
three weeks longer. In the milder types, the patient 
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complains of transitory joint pains only, and shows some 
lymph gland enlargement. Some degree of painless lymph 
gland enlargement remains for a considerable time after 
the patient appears to have otherwise recovered. 

In this series, no recent history was elicited of upper 
respiratory infection, acute gastro-intestinal disturbance, 
venereal disease, or unusual insect or other bites; nor was 
there any previous history of rheumatic fever. 


Joints. 

The joints of the extremities are most frequently 
affected. In only a small minority of cases are the 
symptoms referred to the spine. The initial pain and 
stiffness in the joints are of moderate intensity, are 
accentuated by movement, and are relieved by rest. These 
symptoms gradually subside as the patient recovers. In 
the more acute forms of the disease, swelling of one or 
more joints occurs within four days of the onset of symp- 
toms. This is associated with some increase of pain in 
the involved joints, but the pain is never severe. The 
small joints of the hands and feet are most commonly 
affected, though the wrist, elbow, ankle and knee joints 
are also frequently involved. The swelling may be peri- 
articular or due to a true effusion; in some cases an 
effusion is associated with periarticular swelling. The 
periarticular type closely resembles that seen in cases of 
acute rheumatoid arthritis. When an effusion occurs, it 
is of moderate degree, and the joint feels somewhat hot. 
The effusion lasts for from one to seven days; the peri- 
articular swellings may persist for a longer period, 
particularly if the patient remains ambulatory. It is not 
usual for further joints to become enlarged during the 
course of the disease. Stiffness, with associated painful 
lMmitation of movement, may persist for two or three 
weeks after the disappearance of all joint enlargement. 
These remaining symptoms gradually disappear, and the 
final manifestation is an early morning stiffness, which 
wears off with exercise. No muscular wasting or residual 
joint deformity results. 


Ezxanthem. 

An exanthem is not present in all cases, and it is less 
frequently seen in the milder types of the disease. It may 
be the first sign, preceding the joint pains by twenty-four 
hours; but it usually appears on the second or third day. 
The rash is not irritable. It consists of discrete, widely 
separated lesions, affecting the trunk, particularly the 
upper half, and the extremities. The face is spared. The 
lesions are maculo-papular, and in the “florid” case there 
is a tendency to central pin-point vesiculation—so much 
so, that four patients in this series were admitted to 
hospital with the diagnosis of varicella. There is, in 
fact, a close resemblance to the early lesions of this latter 
disease. In a proportion of cases, petechi#@ occur in groups 
on the soles of the feet. The papular element of the 
rash is evanescent, disappearing within thirty-six hours, 
and leaving a macular stain which fades in two days. The 
petechie may persist for from five to seven days. 
Desquamation does not occur. 


Fever. 

Fever is present in all but the mildest forms of the 
disease. It seldom causes a rise in temperature beyond 
101° F., and subsides irregularly within a period of two 
to five days. There is no secondary rise of temperature. 
The pulse rate is consistent with the ss toate and 
bradycardia does not occur. 


Lymph Glands. 

Tender enlargement of lymph glands is a constant 
feature, though the extent and degree of the lymphadeno- 
pathy varies. The axillary, inguinal and femoral groups 
are always involved, and less frequently, the epitrochlear 
and occipital lymph nodes. The glands in the anterior and 


posterior triangles of the neck are rarely affected. The 
glands are moderately enlarged, discrete, of a rubbery con- 
sistency and freely movable. The tenderness disappears 
within three or four days, and the affected glands slowly 
decrease in size. Some degree of symptomless enlargement 
persists for a considerable period after the patient appears 
to be otherwise well. 
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Sensory Changes. 
A small percentage of patients complain of exquisite 
tenderness of the skin of the finger tips during the height 
of the disease. 


Special Investigations. 

In the investigation of the disease, a number of pro- 
cedures were carried out. 

1. Blood examinations were made. In 40 cases the 
number of white blood cells ranged between 5,500 and 
15,000 per cubic millimetre. The average number was 
10,000 per cubic millimetre, without significant change in 
the differential count. The counts were repeated in a 
number of cases during the later stages of the disease, 
and similar results were obtained. Estimations of the 
blood sedimentation rate were carried out in almost all 
cases, and were repeated at intervals during the course 
of the disease. In the more acute types, the rate was 
almost invariably increased during the active phase, and 
tended to fall as the symptoms subsided. Occasionally the 
rate was found to have unexpectedly increased late in the 
illness, when the patient appeared almost well. In eight 
cases attempts at culture from the blood gave negative 
results. Agglutination tests with Proteus OX19 and OX2 
and Brucella abortus (six cases) gave no significant 
results. 

2. Cerebro-spinal fluid was taken from one patient with 
the full syndrome. The fluid was found to be normal as 
regards cell count and protein content. The lumbar 
puncture was performed within forty-eight hours of the 
onset of symptoms. 

3. Cultures from the tonsils and naso-pharynx (30 cases) 
produced results showing no significant departure from 
normal. 

4. Cultural examination of urine (20 cases) and stools 
(eight cases) yielded no pathogens. 

5. Sigmoidoscopy in six cases revealed a normal bowel 
mucosa. 

Professor E. Weston Hurst, of Adelaide, visited the area 
and collected specimens of blood and joint fluid for 


examination. 
Differential Diagnosis. 

The chief endemic and epidemic disease in the Northern 
Territory is dengue fever. It is recognized that “this 
tends to vary in its manifestations, not only from 
epidemic to epidemic, but also during any one given out- 
break” (Walker et alii, 1942). The clinical picture of the 
present syndrome differs in many respects from dengue 
fever. There is a constant absence of severe constitutional 
disturbance during the disease; the patients are not 
prostrated, and make no complaint of headache, painful 
eyes or backache; the tongue is clean and appetite is 
unimpaired. No aftermath of nervous depression is met 
with. The exanthem, when present, is of a constant type, 
and is evident only during the initial febrile period. It in 
no way resembles any of the skin lesions of dengue fever 
which have been seen in this area. The fever is always 
mild and there is no secondary rise in temperature, 
whereas in dengue fever this is a frequent occurrence. 
Enlargement of the lymph glands is a constant finding, and 
is regarded as a cardinal sign of this syndrome. The 
lymph glands may be palpably enlarged in dengue fever, 
but this has been a relatively uncommon finding in this 
area. Joint involvement dominates the clinical picture 
in this syndrome, and, as has been stated, joint sweliings 
occur in all but the mildest types. In no single instance 
has any joint swelling been observed in any patient 
suffering from dengue fever during the period under 
review. Again, leucopenia is a usual finding in dengue 
fever, whereas normal or slightly raised numbers of 
white cells have invariably been found throughout 
the course of this disease. Further evidence against 
the syndrome being regarded as an atypical form 
of dengue fever is obtained from a consideration of the 
geographical distribution of these patients. The units 
from which they originated were scattered widely from 
Darwin to Larrimah, whereas Aédes egypti is found 
mainly in the Darwin area, with a limited spread south- 
ward, restricted to the railway line. A survey of two bush 
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camps, in which a considerable number of cases occurred, 
failed to reveal any of these mosquitoes. Cases of typical 
dengue occurred constantly throughout the period under 
review, but there was no increase in the number of these 
cases in December when this epidemic reached its height. 
Many of the cases of acute polyarthritis came from areas 
in which no typical dengue fever occurred; further, the 
incidence of this syndrome in the Darwin area, where 
dengue fever is prevalent, was relatively small. Thus it is 
most unlikely that this syndrome represents an atypical 
form of dengue fever. The differentiation from acute 
rheumatism needs little comment. The epidemic form 
of the disease, its character and course, with the absence 
of abnormal sweating and the failure of resonse to 
salicylates, exclude a rheumatic origin. A history of 
diarrhea was obtained in a small minority of cases, but 
no evidence in favour of a dysenteric origin was found 
in the cases investigated from this viewpoint. Where 
sporadic cases associated with periarticular swelling are 
met with, difficulty may be experienced in differentiating 
them in the early stages from rheumatoid arthritis. 


Treatment. 

Rest in bed during the active phase of the disease is 
advisable. The affected joints do not require immobiliza- 
tion. Mild analgesics, particularly at night, are helpful. 
During convalescence, active movements should be 
encouraged, and the patient assured that these will hasten 
complete recovery. It has been found helpful in some 
instances to impress on the patients that they were not 
suffering from any form of rheumatism. 


Discussion. 

This paper has resulted from a study of the cases met 
with in two army hospitals (A and B). During the same 
period at least an equal number of additional cases were 
observed elsewhere in the area. These patients were 
admitted to other service hospitals, or if their illness was 
mild, were retained in their unit lines. Hospital A is 
situated 150 miles north of hospital B; these serve their 
surrounding areas as regards direct admissions. In 
November, 13 cases occurred in units stationed between 
Darwin and Adelaide River; these men were all admitted 
to hospital A. The case incidence reached its peak in 
December, when 64 patients were admitted to hospital; 
of these, 56 were admitted to hospital A and eight to 
hospital B. In January, the 28 patients admitted were 
divided equally between two hospitals. 

It is known that a number of cases occurred still further 
south, at Larrimah, in January; thus, the epidemic showed 
a slow spread from north to south. In the latter half of 
the period under review, the cases were much milder, and 
the full syndrome was rarely seen. The rash was less 
common and joint swellings were less frequently found; 
these patients recovered much more quickly. Nothing 
definite is known of the incubation period, or of the mode 
of spread, though it is of interest to record that three 
patients had been in the Northern Territory for only three 
weeks, when they developed the disease. The spleen was 
palpable in three of the cases in this series. This is an 
occasional finding, for which no cause can be elicited, 
among troops serving in the area. With all its limitations, 
repeated estimation of the blood sedimentation rate proved 
to be of considerable value in the management of these 
cases. This was particularly so in the earlier period, when 
difficulty was experienced in assessing the significance of 
the later complaints of joint pain and stiffness. With a 
return to normal readings, active movements were 
encouraged. 

Twenty-five soldiers were reviewed two months after 
their return to duty. In all of these, some degree of 
lymph gland enlargement was present. Since skin infec- 
tions with associated lymph gland enlargement are fre- 
quent in this area, an attempt was made to control this 
observation. A survey was undertaken of 100 hospital 
patients, in whom no active skin infection was present, 
and in only 15 of these were any glands, other than the 
inguinal group, palpably enlarged. 

Seven of these soldiers complained of mild pain in and 
around various joints, particularly after a full day’s march. 


The joints affected appeared normal on physical examina- 
tion, and the blood sedimentation rates of these soldiers, 
with one exception, were found to be normal. 


Summary. 

1. A series of 105 cases of an epidemic occurring in the 
Northern Territory has been described. 

2. The clinical features and geographical distribution 
appear to differentiate the syndrome from dengue fever, 
and it is considered to be a disease which has not 
previously been recognized. 

3. The provisional name of acute polyarthritis has been 
given to the disease. 

4. The etiology is unknown. 
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Addendum. 


Near the end of the epidemic, Professor E. Weston Hurst 
(Institute of Medical and Veterinary Science, Adelaide) 
investigated three mild cases of two days’, five days’ and 
two weeks’ duration respectively. In all cases the biood 
was bacteriologically sterile. Leucocytes numbered 12,200, 
14,700 and 10,500 per cubic millimetre, and the differential 
counts revealed in the first two cases moderate neutro- 
philia. Fluid from a knee joint in each of the first and 
third cases was sterile; the cells present were exclusively 
mononuclear. Throat swabs in the first two cases yielded 
a phneumococcus (not of type I, II or III) as the pre- 
dominant organism; a throat swab in the third case yielded 
an almost pure culture of a hemolytic streptococcus. 

Defibrinated blood in the first and second cases and 
citrated joint fluid in the first and third cases were sent 
to Adelaide by air; throughout the journey they were 
maintained at a temperature well below 0° C. Miss Jessica 
Mawson there inoculated them serially into rabbits, guinea- 
pigs, mice and developing hens’ eggs (chorio-allantoic and 
intraamniotic passages) without producing signs of disease 
either clinically or on pathological examination. Inocufa- 
tion into one monkey (Macaca irus) was equally fruitless. 


Reports of Cases. 


A CASE OF ARTHRITIS OF THE LUMBAR PART OF 
THE SPINE FOLLOWING LUMBAR PUNCTURE. 


By V. A. Fercusson STEWART, 
Captain, Australian Army Medical Corps, 
AND 
ALEXANDER OWEN, 


Captain, Australian Army Medical Corps, 
Western Australia. 


In the Proceedings of the Royal Society of Medicine of 
January, 1942, A. D. Everett™ writes an article on “Lumbar 
Puncture Injuries”, in which he quotes three cases of low 
back pain following injury to an intervertebral disk as a 
result of lumbar puncture. In the same journal P. G. Epps 
quotes a fourth case, in which repeated lumbar puncturés 
were performed on a soldier suffering from meningitis. 
Subsequent skiagrams in the four cases revealed collapse 
of the intervertebral disk relating to the space used 
lumbar puncture, and in two cases the presence of ost 
phytic outgrowths was noted at later examinations. 

The following is a report of a similar case, which was 
discovered prior to the reading of the foregoing reference. 
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Clinical Record. 
Private W.B.L. was aged twenty-seven years. In 
September, 1939, he was given spinal angsthesia for 
appendicectomy; great diffieylty was experienced in the 


lumbar puncture, and seven or eight attempts were made 
with the patient in the lateral position before the anesthetic 
was injected. After the operation the patient’s back felt 
stiff and sore, and on the tenth day, when he was allowed 
up, he was unable to stoop without suffering pain in his 
back. This pain in his back continued and gradually became 
so severe that, when he flexed his back, attacks of “cramp” 
occurred, during which his back arched and he had to lie 
down until the spasm passed off. The two most prominent 
symptoms, as Everett remarks, were difficulty in lifting 
weights from the stooping position and stiffness of the back 
after sitting for any length of time. Three months after 
the lumbar puncture the patient visited another doctor, and 
had a skiagram of his spine taken; Figure I is a diagram 
of the appearances. No obvious lesion was detected at that 
4, 


time. 
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Fieure I. 
Taken three mon afte® dumbar 
uncture; showing diminution in 


nt space between the third and 
fourth lumbar vertebre. 


Following a short period of rest and the wearing of a 
spinal brace for six months, the patient had apparently 
recovered, and in July, 1941, he enlisted in the Australian 
Imperial Force and went overseas. 

In July, 1942, having returned to Australia, the patient 
suffered a back injury while? playing football, and a 
skiagram was taken; the appearances are shown in the 
diagram (Figure II). The report was as follows: “Markedly 
diminished joint space between L. 3 and 4 with gross lipping 
anteriorly. Cause could be trauma or low grade infection.” 

In the complete absence of any old injury, but with the 
history of difficult lumbar puncture, the possibility of trauma 
occurring at that time was considered. By good fortune 
the original skiagram was available. In the light of the 
second skiagram, it is now possible to find in the first 
a definite decrease in the joint space between the third and 
fourth lumbar vertebre, but little or no bony changes. This 
original skiagram combined with the history provides con- 
clusive proof of the etiology of the present arthritic change. 


The wtiological factor in this and the previously reported 
cases is apparently the perforation of t annulus fibrosus 
and the gradual escape of the nicleus piiposus leading to 
the collapse of the intervertebral disk and subsequent 
changes in the bodies of the vertebre. Whether infection 
plays any part in the process is doubtful, but in some cases 
there is some evidence which favours this factor. 

The importance of difficult lumbar puncture and its pos- 
sible danger and sequel are pointed out, and stress is laid 
on.the necessity for viewing with concern any patient who 
develops continuous low back pain In such a case the 


radiologist must be informed of the facts, so that minor 
alterations in the joint space may be especially looked for. 

Treatment of such patients is by immobilization, by means 
of either a plaster jacket or a spinal brace; the advisability 
of a bone graft in a case in which early diagnosis is made 
may possibly be considered... 


The prognosis is good, but recovery can be expected only 
after many months. In the cases quoted the patients 
apparently still retained their symptoms of difficulty in 
lifting weights from the stooping position and stiffness of 
the back after sitting for some length of time. In the present 
case, however, the result was sufficiently good for the 
patient to join the Australian Imperial Force and perform 
his training and duties until the injury at football occurred. 
Now, after eight weeks’ rest, the soldier is symptomless, and 
there are no signs, except in skiagrams, of any pathological 
condition. A medical board, however, viewed as a 
liability, in spite of a»~perfect functional result and his ability 
to perform his duties as a driver in the transport section, 
and he was considered permanently medically unfit. 


Ficure II. 
Taken three years after lumbar 
puncture ; showing diminished joint 
space between the third and fourth 
lumbar vertebre, and gross lipping 
anteriorly. 
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LONG-STANDING ABNORMAL RHYTHM RESTORED 
TO NORMAL BY QUINIDINE. 


By W. J. McCristat, 
Sydney. 


I ree. it incumbent on me to report this case. 


Clinical Record. 


Mrs. L., aged fifty years, was examined for the first time 
on March 25, 1941. Wer main symptoms were dyspnea, 
occasional swelling of the feet, and pain in the left wrist and 
up the forearm. Her menses were regular. She said she 
had “palpitation” which dated from January 2, 1941. She 
had been regarded as menopausal and given thyreoid 
extract. 

On examination, it was found that her pulse was quite 
irregular, the rate being 166 per minute (approximately). 
Her blood pressure was 170 millimetres of mercury, 
systolic, and 70 millimetres of mercury, diastolic; both pres- 
sures were variable. The apex beat was slightly out of 
position and its. rate was 180 per minute. There was no 
objective evidence of left-sided or right-sided heart decom- 
pensation. The patient’s weight was eleven stone eight 
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pounds; previously it had been thirteen stone six pounds. 
Though there was some suggestion of fullness over the 
thyreoid isthmus, no thyreotoxic syndrome symptoms were 
apparent, other than some nervousness and loss of weight. 
(See electroca Figure IL.) 


Fieure I. 
Before thyreoidectomy. Ventricular rate 180 per minute. 


Digitalis was administered. On April 6 the radial pulse 
rate was 92 and the apex rate 102 beats per minute. On 
April 19 the patient’s basal metabolic rate was reported to 
be 22%. Since this was somewhat equivocal, and since her 
pulse rate did not improve, she was given a therapeutic 
trial of iodine; general improvement followed, the radial 
pulse rate dropped to 82 per minute and the swelling over 
the thyreoid isthmus was miore defined and palpable. In 
the meantime the report of the basal metabolic rate was 
amended to +47%, there having been some error in the 
calibration of a new machine. 

In June, 1941, subtotal thyreoidectomy was performed by 
Dr. George Bell. 

In August, eight months after the onset of her condition, 
the patient was still suffering from fibrillation and dyspnea, 
though she was taking digitalis, and the ventricular rate 
was 110 per minute. (See electrocardiogram, Figure II.) 


Ficurs II. 
After thyreoidectomy. Dyspnea, although taking 
digitalis. 

On August 12 arrangements were made for her admission 
to hospital under the care of Dr. Harold Ritchie, and 
quinidine therapy was instituted. She was given quinidine 
sulphate three grains as test dose, then six grains every four 
hours. The ward notes state that “about 2 a.m. on August 
14, 1941, the patient had a convulsion of tonic type with 
marked respiratory depression. Artificial respiration was 
applied and pulse found to be regular. Similar attack at 
4 p.m. (same day) and quinidine suspended”. On August 18 
she was very well. On August 23 she was discharged from 
hospital, taking a maintenance dose of three grains of 
quinidine. (See electrocardiogram, Figure III.) 


Figures III. 
Nine days after quinidine. A = Lead I, B = Lead IV F. 


On April 15, 1942, the patient was very well. She was 
performing all her own housework and walking half a 
mile uphill to shop, without distress. Quinidine therapy 
was stopped. On September 15 she had received no quinidine 
for five months. Her blood pressure was 150 millimetres of 
mercury, systolic, and 80 millimetres, diastolic. On March 17, 
1943, she was still very well. Her effort response was 


| clinically. 


excellent, and she was withstanding the psychic trauma 
occasioned by the fact that her only son had been in bombing 
raids over Germany for the past twenty months. Her basal 
metabolic rate was 22%, her blood cholesterol content 156 
milligrammes per centum and her weight twelve stone three 
(See electrocardiogram, Figure IV.) 


pounds. 


Ficure Iv. 
Twenty months after quinidine, ~ 


The nature of the physiological mechanism that caused 
concern preceding the switch to normal rhythm would be 
one of the following: (i) coronary or pulmonary embolua, 
(ii) change in the intracardiac pressure brought about by 
the induced coordinated auricular contractions, (ili) ven- 
tricular fibrillation, (iv) heart standstill due to paralysis of 
nodal and conducting tissue, (v) respiratory paralysis. 

If these possibilities are reviewed in the order named, the 
inverted T waves in Figure III suggest anterior wall infare- 
tion. Her myocardium, however, recovered too quickly to 
justify this assumption. Again, such negative 7 waves are 
frequently, if not usually, found in the wake of ventricular 
fibrillation, and it would be venturesome to exclude this 
candidate from the field. On the other hand, a pulmonary 
embolus could set up a pulmo-coronary reflex due to vagal 
irritation with transitory coronary insufficiency, and so 
account for T wave inversion. 

The third and fourth factors are likely accidents, and 
would result according to the relative degree of the three 
main effects of quinidine.on the ventricular rate, namely: 
(a) the effect of a decreasing auricular rate is to improve 
A-V conduction; (b) peripheral paralysis of the vagus also 
increases A-V conduction; (c) the direct effect of the drug 
on A-V conduction is one of depression. 

Actually the last mechanism (respiratory paralysis) was 
presumably the problem for*¢onsideration, and was fostered 
by the fact that, inad@vértently, the administration of 
quinidine was continued after the first “seizure’’. 

The two main effects of quinidine on the auricular muscle 
in these cases are: (i) lengthening-of the refractory period 
which conduces to the breaking up of the so-called circus 
movement (let us designate this factor R); (ii) slowing of 
the speed of the transmission rate, which thus perpetuates 
the arrhythmia (let us call this factor A). From these con- 
siderations, we may reason that the end-result of the 
administration of quinidine is just a measure of the fre- 
quency of the auricular waves for that patient. If the 
number is in the vicinity of 400, A prevails; if it is near 
600, R is a greater prospect. 

In this case the circumstances were especially favourable 
for quinidine, for the following reasons: (a) there was no 
evident enlargement of the heart or decompensation; (b) 
after operation the signs of hyperthyreoidism had vanished; 
(c) the fibrillating pulse rate was high in spite of the 
exhibition of digitalis, and the patient was uncomfortable. 

In the literature the percentages of restoration to normal 
rhythm vary; they average about 60. Somewhat more than 
one-third of the original total number of patients will remain 
on normal rhythm for several months or years. Wight 
months had elapsed before quinidine was given in this case, 
and normal rhythm has now been in existence for twenty- 
six months. 

One cannot refrain from the thought that the alarm 
occasioned in this instance during the administration of 
quinidine might have been avoided or mitigated in a properly 
equipped and trained cardiological unit. One should not be 
asked to accept the responsibility of these patients unless 
they are under close supervision. It would be instructive 
to know in this case, for example, the character of the neck 
pulsations, the radial pulse, the heart beat and the electro- 
cardiogram. 

Naturally, the staff of a general hospital not specially 
trained in cardiological work is sufficiently absorbed in any 
life-saving aspect, and so accurate testimony of these 
happenings and recognition of the danger signals and the 
measures to cope with them are unavailable. 

The well-known toxic symptoms—tinnitus, deafness, 
nausea, vomiting, diarrhea and urticaria—can be observed 
The electrocardiogram, taken as a_ routine 
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measure two to three times a day, would reveal A-V or 
intraventricular block or even perhaps the transitional stage 
ef auricular flutter. A rapid, regular heart action of 130 to 
140 per minute should put one on guard. 

The administration of quinidine could then be controlled 
and the task undertaken with less of the trepidation, mental 
reservation and inhibition than now prevails. 

Ack ledg its. 

My thanks are due to Dr. George Bell and Dr. Harold 

Ritchie for their permission to record this case. 


Reviews. 


OXYGEN THERAPY. 


A wLeaDING Australian pathologist with a sense of humour 
remarked some fifteen years ago that the blood transfusion 
service at that time usually preceded the undertaker. Very 
great changes have taken place in this field of medicine and 
the same remarks might well apply to oxygen therapy. A 
handbook of 180 pages comes very opportunely at the present 
time, when the value and the methods of administration of 
exygen are so much to the fore. This small American text- 
book by the Director of Oxygen Therapy of Saint Luke's 
Hospital, Chicago, should have a place in every doctor's 
bookshelf.’ 

The author describes very briefly the reasons for oxygen 
administration, and then in separate chapters he deals with 
all the apparatus necessary for giving oxygen in the home or 
im the hospital. The various oxygen tents, oro-pharyngeal 
and naso-pharyngeal methods, and the face masks to be used 
are all described at length. Improvised oxygen administra- 
tion is also clearly explained and the methods of employing 
welding cylinders for medical purposes is described, with due 
emphasis on the precautions necessary for safety. The 
author briefly describes the use of carbon dioxide inhalation 
and its dangers, and, a comparative novelty in Australia, 
helium-oxygen therapy. Water vapour therapy is included, 
by methods more efficient than steam kettles and croup tents, 
for cases in which high humidity is desirable. The descrip- 
tions of apparatus and of methods of employment and the 
numerous illustrations of tents, masks and other adjuncts 
are admirable. 


“THE ATLANTIC CHARTER.” 


PerHaps no important document relating to modern affairs 
has received scrutiny from a wider circle than the Atlantic 
Charter. No document of modern times, perhaps, has played 
a more effective part in guiding human destiny. Strangely 
enough, however, it is not a document that bears kindly 
the cold scrutiny that many learned people have been apt 
to give it. It was framed not merely for the learned but 
for the great mass of humanity, much of it without sound 
guidance or judgement on the problems which have con- 
fronted us during four years of war. A document was 
needed which would lead the minds of diverse peoples along 
a path of idealism necessary for victory—just as necessary 
indeed as a practical war organization. We should not seek 
without great restraint to analyse good poetry. In a not 
dissimilar way, the Atlantic Charter will lose much of its 
effectiveness if we apply to it the lawyer's technique. By 
all means let us examine with minute care the background 
ef international affairs in which it is set, and even reflect 
upon its meaning, but there are very definite limitations 
upon that. Professor Stone has done a great service in 
giving to us a work’ on the subject which is both concise 
and interesting; it is particularly welcome in a busy world 
which has thrust upon it far too much laboured and narrow 
literature on public questions. His outline of the problems 
leading up to the world crisis of today is particularly sound 
and practical; it is based upon a meticulous study of the 
relevant literature; he is quick to recognize the futility of 
much unpracticable idealism of the period of “peace” fol- 

s nual of Oxygen Thera Techniques Including Carbon 
Dioxide, Helium and Water apor”, &, H. Andrews, 
mior, M.D.; 1943. Chicago: The Book Publishers, 
mcorporated. x 49”, pp. with Price : 


tic Charter: New Worlds for Old”, by Julius 
Stone, D.C.L., 8.J.D.; 1943. ayeney and London: Angus and 
Robertson Limited. ta” x 5”, pp. 256. 


Price: 7s. 6d. 


| lowing the war of 1914-1918, and even up to the present time. 


He warns his readers against similar mistakes in the future. 


| We were, he says in effect, taught to expect too much from 


the League of Nations; some men were and are still trying 
to teach us to expect too much from the doctrines of federal 
union in international affairs and other much debated 
panaceas for world ilis. The greater part of Professor 
Stone’s work is devoted to the background of the problem, 
and that is his most effective contribution. When he comes 
to deal with the Charter as a document, he meets the 
difficulty that the Charter is not a legal document, and if 
we try to apply its clauses coldly to the problems of the 
world, the difficulties seem at times insurmountable. Some 
observers of no mean reputation would read into the third 
clause “ ... the right of all people to choose the form of 
Government under which they will live ..." an order for 
the dissolution of the British Empire in the East. Churchill 
certainly did not mean that, although logicians may wrangle 
over the point. Professor Stone realizes the dilemma, but 
does not emphasize enough that what Churchill and 
Roosevelt gave to the world on August 12, 1941, was inspira- 
tion and not a plan. The application of the Charter as a 
legal document to the special situation in south-eastern Asia 
and the south-western Pacific is inappropriate, and this point 
might have been emphasized more. 

Today professional men must be prepared to devote them- 
selves in some measure to the background of international 
affairs against which their lesser activities are played: pro- 
fessional exclusiveness..can only contribute to the major 
disasters such as we feel about us at present. This book is 
one of those that should be known to and read by those men 
who have learned the terrible lesson of this war, and who 
realize that manysidedness of understanding and sympathy 
upon wider issues must be an accompaniment of professional 
wisdom. 


MASS MINIATURE RADIOGRAPHY. 


Tue publication of this small volume “Mass Miniature 
Radiography” by R. R. Trail, H. J. Trenchard and J. A. 
Kennedy is timely, since thissmethod of examination is now 
so widely used.’ The chapters dealing with the organization 
and administration of mass surveys of the chest are excel- 
lent, and they constitute by far the major part of the book. 
Plans are given with infinite detail for the establishment 
and working of the X-ray department, the interpretation of 
films, and the keeping of proper records. The weakness of 
the book lies in the fact that, while it sets out according to 
its subtitle to be a practical handbook, so little space is 
devoted to the technique of taking the films. The authors 
regard the use of a focused grid as optional, and dismiss the 
matter in four lines. In Australia, where more miniature 
radiography has been done than in any other country 
except Germany, we regard the focused grid as almost 
essential. The authors’ insistence on a rotating anode tube 
limits the number of X-ray installations that could under- 
take this work, and we think that while such a tube is an 
improvement, satisfactory films can be obtained with suit- 
able fixed anode tubes. It is rather a pity that the use of 
ordinary X-ray developer is recommended, since it is not 
at all difficult to have a separate tank of clean, fine grain 
developer, and it certainly gives some improvement in 
results. 

The 35-millimetre film method is the only one discussed, 
but the value of the book would have been enhanced if a 
chapter had been devoted to the method of using five by 
four inch films. Considerable modifications would have to 
be made in the scheme set out in this book if it were 
necessary to establish a mobile survey unit in a converted 
railway carriage or motor caravan, several of which are 
operating successfully in this country. An additional chapter 
dealing with this would have added to the value of the 
book 


It is to’ be hoped that in future editions a much fuller 
description will be given of the actual X-ray technique, and 
that some consideration will be paid to the radiographic 
and photographic principles underlying miniature radio- 
graphy or fluorography—the latter probably a better term. 
The style of the book is necessarily modified by the 
difficulties of wartime, but the book is well set out, the type 
is large, and the illustrations are good. 


1“Mass Miniature Radiography: A Practical Handbook’’, by 
R. R. Trail, M.C., M.A., M.D., F.R.C.P., H. J. Trenchard, M.B., 
Ch.B., M.R.C.P., and J. A. Kennedy, M.B., B.S, M.R.C.S., 
L.R.C.P., with a Foreword by Lord Dawson of Penn, P.C., 
G.C.V.O., K.C.B.; 1943. London: J. and A. arn Limited. 
104, with 24 illustrations. Price: 8s. 6d. net. 
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Ail articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 

References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, full 
date (month, day and year), number of the first page of the 
article. If a reference is made to an abstract of a paper, the 
name of the original journal, together with that of the 
journal in which the abstract has appeared, should be given 
with full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


VENEREAL DISEASES AND THEIR PREVENTION: 
SOME RECENT PRONOUNCEMENTS. 


REFERENCE was recently made in these pages to the 
fifteenth session of the National Health and Medical 
Research Council, and it was stated that venereal diseases 


were among the matters discussed, a long resolution being | 


carried in regard to them. A great deal of prominence has 
been given during recent months in the newspapers of the 


several Australian. States to the subject of venereal | 


diseases and sums of money. have been voted for usc in 
the campaign directed at their prevention and eradication. 
It is important therefore that medical practitioners shall 
know what the views of the National Health and Medical 
Research Council are and what steps it proposes to take 
to give effect to them. The subject of venereal disease 


control is exercising the minds of leaders in other | 


countries, and short reference to some recent contributions 
to medical literature may help Australian practitioners to 
see the different aspects of the problem in_ better 
perspective. 

A statement has recently been made on the general 
policy adopted in Canada for venereal disease control.’ 
The statement is made by. Lieutenant-Colonel D. H. 
Williams, who is Army Venereal Disease Control Officer of 
the Department of National Defence and chief of the 
Division of Venereal Disease Control in the Department 
of Pensions and National Health, as well as Director of 
the Division of Venereal Disease Control in the Provincial 
Board of Health of British Columbia. He is obviously one 
who can speak with authority on the subject. He sums 
up the whole question admirably when he states that the 
roots of the problem of venereal disease lie buried deep in 
inherent defects of human behaviour, in remediable 
unwholesome community conditions, and a failure to apply 
effectively the measures of modern medical science. He 
holds that with the home and the Church lies the respon- 
sibility for strengthening the bonds of family life and 
fortifying individual character. On the citizens generally 
and on civilian authorities particularly rests the onus for 
remedying unwholesome community conditions. “Those 
entrusted with the armaments of public health must use 
them adroitly and aggressively.” It would be easy to 


criticize this statement and to draw attention, for example, 
to the fact that no special mention is made of school 
influence or of the general practitioner as one of those 
“entrusted with the armaments of public health”, but 
such criticism is not at the moment needed. Attention 
should rather be directed at what Williams calls the “four- 
sector Canadian front against venereal disease”. These 
sectors are the health, welfare, legal and moral sectors. 
Clearly none of these “sectors” should be neglected, and 
it is equally clear from the over-emphasis of one or more 
of them that is noted from time to time, that some persons 
are prepared to neglect, if not to ignore, as unprofitable 
those about which they do not enthuse. Williams describes 
his sectors. On the health sector, using the weapons of 
medical science and public health procedure, are medical 
practitioners, health departments, university medical 
training centres and hospitals. On the welfare sector are 
social workers and welfare agencies fighting against 
squalor, overcrowding, inanition, neglect and insecurity. 
On the legal sector Williams sees the legal profession and 
police agencies seeking to bring to justice those who “for 
personal gain purvey to men’s weaknesses”. On the moral 
sector the battle is led by the churches and homes of 
Canada, “strengthening the moral fibre of the nation and 
upholding the sanctity of marriage and family life’. 
Another contribution was made to this sub/ect when the 
Archbishop of Canterbury, Dr. William Temple, addressed 
a conference called by the Central Council for Health 
Education on February 26, 1943.1. Dr. Temple dealt with 
“the Church’s Approach”. He made some trenchant 
criticism of Regulation 33B, which has been much dis- 
cussed in Great Britain. Under this regulation, if a 
patient is found by a “special practitioner” (a local 
government venereal diseases practitioner or a medical 
venereal diseases officer of His Majesty’s Forces) to be 
suffering from venereal disease and gives information to 
the practitioner regarding a person whom he (the patient) 
suspects as the source of infection, the practitioner sends 
information about the suspected person to the medical 
officer of health. If the medical officer of health finds that 
two patients have named the same person as the suspected 
source of infection, he can require this person, described 
in the regulation as “the contact”, to submit to com- 
pulsory examination. If the “contact” is found to be free 
from venereal disease a “certificate of clearance” is sent 
by the venereal diseases practitioner to the medical officer 
of health. If the “contact” is found to be suffering from 
venereal disease, he or she will be served with a “treatment 
notice” requiring the “contact” to submit to further 
periodical examination and treatment until given a 
“clearance certificate”, indicating that on the date of its 
issue the “contact” is not suffering from venereal disease 
in a communicable form. Dr. Temple holds that it is a 
“fundamental pririciple of far-reaching importance” that 
governments affect the conduct of their subjects far more 
by the principles implicit in their acts than by the 
requirements of legislation or the severity of penalties 
attached to neglect of those requirements. He states that 
this principle has been systematically ignored in dealing 
with venereal disease. When army recruits are instructed 
in the use of prophylactics the implication or suggestion 
is that the authorities expect a considerable number to 
practise fornication—what is primarily a moral problem 


1Canadian Journal of Public Health, June, 1943. 


1 The Shield, April, 1943. 
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‘is treated as if it were primarily a medical problem. Dis- 
‘cussing what was to be done, Dr. Temple admitted that 
the Church had been guilty of a sin of omission, that it had 
‘shared with others the cowardly tendency to avoid the 
‘subject because it was disagreeable. His ideas of action 
include first of all teaching on the sacredness of sex. 
Secondly, he holds that the duty and the possibility of 
«chastity must be made clear. Thirdly, ample provision 
sshould be made, both in the forces and in civilian life, 
‘for abundance of wholesome educational and recreational 
activity. (This aspect was emphasized in these pages under 
the caption “Morals and the War” on October 3, 1942.) 
Fourthly, inducements to indulge in alcoholic drinks 
sshould be removed as far as possible. Fifthly, instruction 
‘should be given (a) in the dangers inseparable from 
promiscuity, and (b) in the duty of seeking early treat- 
‘ment if there is the smallest ground for suspecting that 
infection has been contracted. Sixthly, clinics should be 
provided and so placed that this early treatment would be 
facilitated. Seventhly, so far as disciplinary action is 
called for, it should be administered with the suggestion of 
indignation that any man should have so behaved as to 
risk the infection. The archbishop’s views, with which 
large numbers of medical practitioners will agree, though 
they will go further than he does, have aroused some 
comment; and it is interesting to note that Professor J. A. 
Ryle has replied to some of the critics... Ryle admits that 
many clergy are ignorant on the subject of venereal 
disease, but he asks who is responsible for that ignorance, 
an ignorance shared by the community as a whole. He 
points out that doctors in their function as teachers of 
health have failed signally in the education of the laity 
in “that simple but necessary knowledge of physiology 
and hygiene which might appropriately be called ‘natural 
morals’”. Having failed to accept their educational 
function, doctors have had to fall back on crude instruc- 
tions in the use of the preventive packet and the ablution 
shed, while the Church falls back on uninformed exhorta- 
tions to chastity, and the Ministry of Health is compelled 
‘by the emergency to introduce Regulation 33B and to 
employ the daily Press to broadcast “ten plain facts”. 
On all sides is thus heard the plea for education, for 
teaching that will give to the young a clear understanding 
of the problems they have to face in matters of sex and 
of the dangers that lie in wait for those who are foolish 
and negligent. This has been recognized by the National 
Health and Medical Research Council, for about half of 
its long resolution has to do with. education. First of 
wall it states that biological education should start at as 
early an age as possible, and it also discusses education 
dn primary and secondary schools. Sex biology, it thinks, 
should be taught during secondary school age. In regard 
to education by the newspapers, the Council thinks that 
statements should be confined to those issued by health 
departments or officiai medical bodies. It sees a possible 
objection to radio broadcasting in the fact that all mem- 
bers of the family of all ages hear the broadcasts without 
notice. This is, of course, open to argument, because the 
very young will not understand the significance of the 
talk. It thinks that the talks of the “B.M.A. Spokesman” 
might be extended to cover a series of plain talks on 
wenereal diseases. It also discusses pamphlets, cinema 
films and posters. Among the other aspects covered by 


‘The Lancet, March 27, 19438. 


the resolution are the following: the provision of facilities 
for occupation and relaxation during enforced leisure; 
restriction on the sale of alcohol for consumption by 
women, especially young girls; stricter control by the 
public authorities of laxity of conduct, especially by young 
women, in public places; the detection and controlled 
treatment of infected persons, and their rehabilitation 
after cure; the establishment of special anti-venereal 
prophylactic centres; and voluntary medical examination 
before marriage. Among the remaining points is a recom- 
mendation that the Commonwealth Government should be 
asked to consider amending the National Security 
(Venereal Diseases and Contraceptives) Regulations to 
protect persons against false declarations and to penalize 
the makers of such declarations. 

These pronouncements that have been made in Canada, 
in England and in Australia cover practically every aspect 
of the subject. To discuss them adequately and to place 
each of them in its proper relationship to the others would 
eall for a long and elaborate thesis. At least a good 
general perspective can be gained if the subject is 
approached at short range for immediate needs and at long 
range for the future. For the short range, especially in 
view of the unusual conditions resulting from the war, 
measures are needed that can be applied at once to those 
who look for guidance and to those who need it but do not 
look for it. For these persons prophylaxis and provision 
for treatment may and probably will be necessary, but 
that is not to say that teaching will be without effect. 
Even appeals on the high moral plane should be made; 
the character of a man or woman will be infinitely stronger 
if continence is adopted-from conviction rather than 
because of fear of infection. This statement, however, 
must not be taken as necessarily implying that those who, 
having made the attempt, find that they are unable to 
maintain complete continence are weak in character 
or even to be held blameworthy; generalizations on such 
a subject would be unwise. The further devising of a 
short-range plan for the control of venereal diseases must 
for the moment be left to the skill of the reader. The 
long-range plan for the future is largely a matter of 
education, as J. A. Ryle’s letter to The Lancet would sug- 
gest. In this matter the teaching of biology to children 
must be the first step and, of course, parents must be made 
to take a clear and common-sense view of the whole 
question. In this regard two books should be mentioned. 
One is “The Psychology of Sex” by Havelock Ellis and the 
other is “The Mastery of Sex” by Leslie D. Weatherhead. 
Weatherhead’s book is one that medical practitioners 
should have always at their elbow so that they can put 
it into the hands of parents and intelligent adolescents. 
Sensible and decent conduct is always likely to follow on 


knowledge and understanding. 


Current Comment. 


THE REMOVAL OF TONSILS AND ADENOIDS FROM 
CHILDREN. 


In the course of a discussion at the Royal Society of 
Medicine, London, in April, 1940, on the removal of tonsils 
and adenoids from children, Josephine Collier said that 
there were signs of a swing of the pendulum away from 
routine tonsillectomy towards the routine treatment of 
supposed sinus disease... (See THe Mepicat JOURNAL OF 
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AUSTRALIA, September 7, 1940.) Anyone who reads an 
article on the tonsil-adenoid operation in relation to the 
health of a group of school girls by J. H. P. Paton’ may be 
pardoned for doubting the truth of Collier’s statement. 
Paton deals with a series of 909 girls admitted to a 
boarding school between the years 1930 and 1939, no less 
than 516 of whom (57%) had been subjected to the removal 
of tonsils or adenoids or both. Though this subject of 
tonsillectomy in children is one that is frequently dis- 
cussed, it is not often that the medical reader is presented 
with a report of a procedure that could almost be described 
as mass tonsillectomy were it not for the fact that the 
period covered was one of ten years. In this matter so 
much depends on the indications accepted for the carrying 
out of operation, on the skill with which operation is 
performed and on what type of operation is favoured, and 
also on the adequate following-up..and observation of 
patients after operation, that it is nof~always easy to be 
satisfied with conclusions that are drawn. Though Paton’s 
report may be criticized from several points of view, his 
findings point once more to the need for care in diagnosis 
and to the folly of an attitude that creates a fashion in 
treatment. Indeed, were his conclusions accepted at their 
face value the clinician would have to ask himself how 
far tonsillectomy and adenoidectomy should be applied to 
children. 

Of the 516 girls operated on in Paton’s series, 435 or 
48% of the total 909 had tonsils and adenoids removed; 
57 (6% of the whole series) had tonsils only removed and 
24 (3%) adenoids only. It is stated that tonsils and 
adenoids were “removed”, but the type of operation used 
is not mentioned. In the throats of 40% of those operated 
on tonsillar tissue was visible at a later date. This finding 
would not be expected if the tonsils had been enucleated 
secundum artem. In 5% of the 492 cases in which the 
tonsils were removed tonsillar tissue was found to extend 
half-way to the posterior pillar of the fauces; in 1% it 
extended to the edge of the posterior pillar; in 2% it 
extended beyond the posterior pillar. It must be remem- 
bered, as Paton points out, that there is no evidence to 
show that size alone is any criterion of the health or 
disease of a tonsil. 

Paton deals with the relation of the operation to health, 
as recorded at the time of the girl’s admission to school. 
He states that one of the most conclusive proofs of 
chronic disease of the tonsil is afforded by secondary 
enlargement of the anterior cervical glands. It was found 
that the incidence of chronic cervical lymphadenitis was 
the same among those who had been operated on as among 
those who had not. Paton shows that chronic enlargement 
of glands could not have been an indication for operation 
in more than 4% of the tonsillectomies performed. 
Glandular enlargement was commoner among those whose 
tonsils had not been operated on, but it was not present in 
more than 5% of cases and the enlargement was never 
gross. Enlargement was present in 3% of those who had 
been operated on. The percentage with no palpable glands 
and with glands “just palpable” was the same in both 
groups. Paton points out that removal of adenoids is 
commonly advised in recurrent earache in the hope of 
preventing subsequent attacks and so guarding against 
future development of otorrhea. In 20 of 43 cases in which 
the relative dates were recorded, the initial attack of 
otorrhea occurred after an adenoid operation. Operation 
also did not prevent recurrence of otorrhea in four out 
of five cases. In regard to this point the cautious critic 
will need to know that the adenoid ue was completely 
removed. Twelve girls in the series ‘gave a history of true 
rheumatism and six of them had their tonsils removed 
before the initial attack. No relationship could be dis- 
covered between operation on the one hand and growth 
and weight on the other. 

In regard to the incidence of illness among the 909 girls 
it is noted that the loss of school time from illness was 
somewhat greater among girls who had been subjected to 
operation. There was an exception to this in regard to a 
small grovp of «<ir!s submitted to adenoidectomy only. The 
incidence of tonsillitis was five times as great among those 
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not operated on as among the “tonsillectomized”, but the 
percentage incidence of pharyngitis was the same among 
both groups. Common colds were more frequent among 
those who had been operated on. Operation did not reduce 
the susceptibility of the subject to influenza. The incidence 
of bronchitis was greater among those whose tonsils were 
removed. Adenoidectomy, however, seemed to reduce the 
susceptibility to this condition. In view of the small 
number submitted to adenoidectomy only, Paton suggests 
that the records of a large number of persons so treated 
would be of interest. Pneumonia and pleurisy were rare, 
but were more common among the operation group. 
Paton admits the smallness of his series, but thinks 
that this disadvantage is largely outweighed by the 
detailed records that are available. He states that the 
general figures support the statement of a committee of 
the Medical Research Council that there is a tendency for 
tonsillectomy to be performed “as a routine prophylactic 
ritual for no particular reason and with no particular 
result”. He also claims to have corroborated Glover's 
assertion that a great reduction in the operation rate 
would be followed by no unsatisfactory result, and, it may 
be, by actual benefit. He certainly shows that the prac- 
titioner must think seriously about the whole subject. 


“ASEPTIC MENINGITIS.” 


In the literature of the last few years reference is made 
from time to time to a condition, described as aseptic 
meningitis, which occurs after lumbar puncture. In 
reporting a case in 1924, W. G. Spiller and F. L. Payne’ 
described the condition as being characterized by severe 
symptoms of meningitis with many polymorphonuclear 
cells in the spinal fluid and recovery in a little more than 
twenty-four hours. No organisms were found on examina- 
tion by smear or by culture methods. Kolmer, in dis- 
cussing Spiller and Payne’s case, was at a loss to suggest 
a cause, Sat put forward what he called a rather far- 
fetched hypothesis. According to this view some bacterial 
invasion of the central nervous system exists at the time 
of spinal puncture and then the lowering of pressure and 
disturbance of the chorioid plexus enable the organisms 
to excite a temporary meningitis. K. E. Reynolds and 
G. Wilson reported three cases in 1934.2. They referred to 
observations by Ayer and Felton that in laboratory animals 
infected with various organisms meningitis may be pro- 
duced by mere withdrawal of spinal fluid. However, in 
the cases of “aseptic” meningitis there is nothing to 
indicate a bacterial invasion of the central nervous system 
to set the stage and Kolmer’s hypothesis must, to quote 
his own words, be looked on as “far-fetched”. Reynolds 
and Wilson thought that possibly some particulate matter 
left in the needle after “cleaning” might cause an out- 
pouring of cells and thus produce the condition. They 
pointed out that any foreign substance introduced into the 
spinal fluid might bring about an aseptic meningitis, and 
added that serum or even improperly prepared salt 
solution or drugs might induce a train of meningitic signs 
when injected into the spinal arachnoid space. Recovery 
does not always occur. H. E. Campbell reported two 
deaths after the use of spinal anesthesia.’ He called the 
condition aseptic meningitis. One he described as a case 
of monocytic meningitis of undetermined etiology and the 
other he called acute purulent meningitis of undetermined 
etiology. His second case as a matter of fact does not 
stand up to careful*serutiny; both instances reported by 
him are in a somewhat different category from those men- 
tioned and should be labelled chemical meningitis. This 
condition has to be remembered by: surgeons, rare though 


| it is. In this regard:a recent article by H. Livingstone, 


V. Wellman, D. Clark and V. Lambros‘ is important. They 
report two cases of aseptic meningitis after the use of 
“Novocain” for spinal anesthesia; recovery took place. 
The whole subject calls for research. 


it, the American Medical Association, January 
page 
"the Journal of the American Medical Association, May 8, 
1934, page 1460. 
Chinese Medical Journal, Volume XLIX, Te page 119 
‘ae Gynecology and Obstetrics, August, 1943, page 216. 
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Abstracts from Medical 
Literature. 


MEDICINE. 


Gall-Stones due to Excessive Intake 
of Vitamin B. 

OxKpy (Proceedings of the 
Society for Experimental Biology and 
Medicine, December, 1942) found that 
guinea-pigs fed on diets rich in 
cholesterol at first appeared to be in 
better health when they were given 
additional vitamin B, but later became 
suddenly anemic and often died. Of 
those that died, 80% were found to 
have gali-stones (often impacted) and 
irritative lesions of the gall-bladder and 
bile passages. 


Immersion-Foot Syndrome. 


Tue true immersion-foot syndrome 
is caused by direct thermal injury to 
the tissues short of actual freezing, 
and develops after relatively brief 
periods of contact with water at 
temperatures below 50° F. James C. 
White (The New England Journal of 
Medicine, February 18, 1943), who has 
had extensive opportunities for observa- 
tion of this condition, points out that 
the syndrome should be distinguished 
from painful swollen feet secondary 
to prolonged dehydration and mal- 
nutrition, for the etiological factors are 
different. The clinical features of 
immersion foot, differing only in the 
degree of chilling and wetting from 
frostbite, trench foot and shelter foot, 
are briefly as follows: the feet are cold, 
swollen and waxy-white in colour with 
scattered cyanotic areas, and anss- 
thetic to pain, touch and variations in 
temperature. After removal from the 
traumatizing environment, the swelling 
rapidly increases as the feet become 
red, hyperwmic and hot without sweat- 
ing, the pulse in the vessels of the 
feet being full and bounding. In the 
more severely damaged areas, usually 
the toes, a livid cadaveric hue is noted 
and blebs filled with straw-coloured 
fluid or blood appear. The general 
picture is one of incipient massive 
gangrene. From the physiological point 
of view, the blood vessels, on exposure 
to cold, are constricted both by vaso- 
constrictor impulses from the hypo- 
thalamus and by direct contraction of 
the smooth muscle cells in their walls. 
When the temperature of the skin 
drops near to freezing, there is an 
intermittent increase in blood flow, 
which serves to maintain the viability 
of the skin. This phenomenon is 
carried out by a special mechanism of 
arterio-venous anastomoses and is 
mediated by local axone reflexes. Lewis 
has demonstrated that the immersion 
of the normal foot in water at 50° C. 
for a period of two hours results in 
definite swelling of the part, which is 
not due to simple imbibition of water, 
as it is not prevented by the application 
of grease. On removal of the chilled 
extremity from ice water, the invariable 
response is one of hyperremia and the 
local reddening, vasodilatation and 
extravasation of fluid from the injured 
vascular bed are all part of Lewis's 
classic “triple response’. The wheal 
that first forms may be replaced by a 
blister; these changes together con- 
stitute a simple acute inflammation, 
and observations show that it reaches 
its maximum about the third day after 


| 
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the period of exposure is ended and 
gradually disappears in the course of 
a fortnight. The nerve trunks are also 
affected and the axones show definite 
swelling without signs of degeneration. 
In some cases, however, the actual 
degeneration of sensory and sympa- 
thetic axones is suggested by the pro- 
longed loss of function with eventual 
recovery. As far as treatment is con- 
cerned the most important principles 
to observe are surgical cleanliness, 
elevation of the legs and exposure to 
room air at a temperature below 70° F. 
In more severe cases and after arrival 
at hospital, greater chilling of the limbs 
can be obtained by the use of the 
electric fan or ice pack. All therapy 
is directed primarily to a reduction of 
local tissue metabolism. 


Painful CEdema in Survivors of 
Shipwreck. 


In a second paper, James C. White 
(The New England Journal of 
Medicine, February 25, 1943) discusses 
the painful swollen feet of survivors 
of shipwreck and points out that the 
wtiological factors are quite. different 
from those of immersion-foot syn- 
drome. Continued dependency of the 
legs is always a factor in the produc- 
tion of hypostatic edema and is 
enforced on a voyage in a crowded life- 
boat of prolonged duration when there 
is no space to stretch the legs out 
horizontally and men are forced to sleep 
in a sitting position. Secondly, as a 
result of extreme dehydration, there is 
inability to swallow solid food and 
hypoproteinzemia results; it was not 
surprising to find serum protein below 
the critical edema level in persons 
under observation. Vitamin deficiency, 
especially thiamin, is responsible for 
hyperesthesia, ataxia and non-specific 
stomatitis. Hemorrhage may . be 
associated with the lack of vitamin K. 
Exposure to cold and wet may, of 
‘course, be a further factor in the 
alteration of the _ circulation and 
peripheral nerves. The writer discusses 
these features in relation to two life- 
boat crews who had been adrift for 
prolonged periods in the Gulf Stream. 


Cardiac Pain. 


G. F. Strona (The Canadian Medical 
Association Journal, April, 1943) dis- 
cusses cardiac pain and states that of 
those who consult their doctors with 
chest pain, relatively few have a real 
cardiac basis for this distress. Pain 
in the chest may be in the chest wall 
and be due to such diverse conditions 
as intercostal neuralgia, myalgia, 
herpes zoster, and rarely neuro- 
fibromatosis, mastitis, mastodynia, 
inflammation or disease of the ribs, 
cartilage or fibrous tissue. A common 
disorder of this type to cause con- 
fusion with real heart disease is the 
radiculitis consequent upon irritation 
of the dorsal nerve roots caused by 
arthritis or  periarthritis . of the 
vertebral articulations or the costo- 
vertebral joints. This distress may 
simulate angina even to the point of 
being provoked by exertion and relieved 
by rest. Pain in the chest may be 
caused by lesions of lungs and pleura, 
of the csophagus and mediastinum and 
of the stomach. Of the heart lesions 
causing pain, there is the apical ache 
associated with cardiac fatigue in 
valvular disease, and the pain of peri- 
carditis, aortitis and aneurysm. Prob- 
ably the commonest of all cardiac pain 


is that associated with functiona) 
heart disease, neuro-circulatory asthenia 
or cardiac neurosis. The most serious 
and significant cardiac pain is that due 
to coronary artery involvement. The 
author is of the opinion that to orient 
oneself to the whole problem of arterio- 
sclerotic heart disease it is well to 
remember that angina pectoris, 

infarction, and the congestive failure 
due to coronary sclerosis are all phases 
or manifestations of one disease pro- 
cess. The pain of infarction is 
associated with or followed by shock 
with a rising pulse and falling blood 
pressure and later pyrexia, leucocytosis, 
an increased blood sedimentation rate, 
occasionally a pericardial friction rub, 
and usually, but not always, typical 
electrocardiographic changes. Midway 
between the transient pain of angina 
and the prolonged severe pain of 
infarction is another clinical condition 
at present called coronary insufficiency 
or coronary failure, and in this con- 
dition the pain is more severe and more 
prolonged than in angina; but the signs 
of infarction such as fever, leuco- 
cytosis, increased blood sedimentation 
rate, and the electrocardiographic 
changes do not occur. The author 
states that certain terms warrant more 
detailed attention. Angina pectoris 
should be reserved for the clinical con- 
dition in which substernal distress 
develops on effort or excitement and is 
relieved by rest or nitrites. The 
diagnosis of angina pectoris must be 
arrived at by exclusion; the commonest 
sources of error are radiculitis 
associated with dorsal arthritis and 
diaphragmatic hernia and the pain 
associated with functional heart disease. 
Coronary insufficiency is the term 
reserved for the clinical condition in 
which the patient suffers severe, pro- 
longed substernal pain, angina-like in 
location, but unlike it in not being 
relieved by rest or nitrites, and like 
infarction in duration and severity, but 
unlike it in not being followed by those 
evidences of myocardial necrosis noted 
previously. Cardiac infarction should 
be the term reserved for the clinical 
condition characterized by severe, pro- 
longed, substernal pain associated with 
more or less shock and followed by such 
evidences of myocardial necrosis as 
fever, leucocytosis, increased blood 
sedimentation rate, occasional peri- 
cardial friction rub and typical electro- 
cardiographical changes. Coronary 
thrombosis is a pathological diagnosis 
and should not be used as a synonym 
for cardiac’ infarction. Coronary 
occlusion, while being a better and 
more general term than coronary 
thrombosis, is also not satisfactory as a 
clinical diagnosis. The clinician should 
be satisfied to diagnose angina pectoris, 
coronary insufficiency, or cardiac in- 
farction, and leave to the pathologist 
the decision as to whether thrombosis 
or arteriosclerotic occlusion is present. 


Cardio-Vascular Diagnosis. 


Pau, D. Wuire (The New England 
Journal of Medicine, December 24, 1942) 
underlines some important symptoms 
and signs in the correct diagnosis of 
cardio-vascular disease. The complete 
understanding of a single symptom 
usually gives a clue. The more symp- 
toms, often the less disease. In regard 
to pain, it is pointed out that angina 
pectoris associated with coronary 
artery disease may not be dignified as 
pain at first, only as substernal tight- 
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ness, especially after breakfast in the annum; incidence of sore. throat was 


colder weather, and complained of by a 
business or professional man in his 
fifties. It may only be a pressure 
sensation and therefore give rise to the 
feeling of difficulty in getting his 
breath. Questioning should not be 
restricted to the word “pain”. The 
relation to exercise is important and it 
must be noted that the amount of 
exercise is more important than the 
amount of pain. The pain is usually 
brought on by effort at first, to be 
relieved by rest, the pain continuing 
during the period of activity. Angina 
pectoris is preponderantly a man’s 
disease. In women under fifty chest 
pain is probably not evidence of heart 
disease, but the exceptional patient may 
be suffering from hypertension or 
diabetes mellitus. Substernal discom- 
fort coming on at rest is most likely 
to be of gastric origin, possibly cardio- 
spasm. Pectoral muscle strain with 
acute pleuro-pericarditis is another 
condition that must be recounted. Pain 
occurring in the right upper quadrant 
of the abdomen on effort is probably 
the earliest symptom of acute hepatic 
engorgement associated with mitral 
stenosis or other cause of right 
ventricular failure. The dyspnea of 
mitral stenosis following the tachy- 
cardia of effort or emotional upset is 
due to overaction of the muscle of the 
right ventricle pumping too much blood 
into the lungs and causing pulmonary 
congestion; the dyspncea then is not a 
sign of heart muscle failure. Dyspnea 
occurring in a patient with a normal 
sized heart is not due to heart disease. 
Paroxysmal nocturnal dyspnea occur- 
ring in mitral stenosis and then prob- 
ably associated with auricular fibrilla- 
tion is not nearly so grave an omen 
as it is in association with myocardial 
damage and aortic valve _ disease. 
Cardiac enlargement almost always 
means permanent heart disease, but 
there are a few exceptions, with acute 
and reversible dilatation as in acute 
cor pulmonale, acute rheumatic myo- 
carditis, excessive paroxysmal tachy- 
cardia, myxedema and some cases of 
myocardial infarction. Left versus 
right hydrothorax in heart disease is 
more often due to pulmonary infarc- 
tion in pleurisy than congestive cardiac 
failure. Pulmonary infection or infarc- 
tion is the commonest cause of basal 
lung rales; atelectasis may also cause 
this sign, less frequently congestive 
heart failure. 


Prevention of Rheumatism. 


R. Hare (The Canadian Medical 
Association Journal, February, 1943) 
describes possible methods for the pre- 
vention of rheumatic manifestations 
in the armed forces. In Great Britain 
and Canada rheumatic fever and its 
complications occur frequently among 
the armed forces. In one series in 
England 102 out of 114 patients showed 
evidence of carditis, and 49 of these 
had permanent heart damage. Pre- 
ventive measures involve a recognition 
of the wtiological factors. The first of 
these is infection of the throat with 
streptococci of the hemolytic Group A, 
of which thirty or more types are 
known. Other factors are poverty and 
overcrowding. The latter was well 
exemplified in the training ship 
Impregnable in 1926. On this ship the 
boys slept in hammocks 18 inches apart 
between decks. Incidence of rheumatic 
fever was 521 cases per 10,000 boys per 
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3,970 per 10,000 per annum. These 
figures were ten times greater than the 
average for the whole Navy. Two 
means of prevention in the armed 
forces therefore are prevention of sore 
throats, especially those due to strepto- 
cocci, and prevention of overcrowding. 
It is now known that streptococcal 
infections are spread largely by heavy 
droplets of saliva which fall almost 
straight down when the subject is 
speaking, and to a very much less 
extent by coughing or sneezing. Drop- 
lets are rarely propelled more than two 
feet, so that direct transmission is rare. 
The droplets of saliva fall on the bed- 
clothes at night, and are spread when 
the beds are made and the room is 
swept the next day. It is recommended 
that bedclothes be disturbed as little 
as possible when beds are made, and 
that the floor be damped with tea leaves 
or damp sawdust before it is swept. 
In any case, bedmaking and sweeping 
should not be carried out while 
personnel is present in the room, and 
windows should be opened wide at the 
time to disseminate the infected 
particles as quickly as _ possible. 
Personnel with sore throats should be 
examined for Group A streptococci, and 
if these are found the infected men 
should be isolated in a segregation 
hut at night only. They can mix with 
the other men in all other activities 
except during sleep. Throat swabs 
should be taken at least once a week, 


and as soon as a man is proved free — 


from streptococci he can return to his 
former hut. 


Albuminuria and Frequency of 
Micturition. 


G. B. Mam (The Lancet, April 30, 
1943) describes a syndrome of fre- 
quency of micturition and albuminuria 
in soldiers undergoing strenuous 
physical training. The frequency of 
micturition was nocturnal as well as 
diurnal and some of the patients had 
to pass urine every hour. Cystoscopy 
revealed basal congestion of the bladder 
or subepithelial hemorrhages near the 
ureter on one or other side or on both. 
A few more epithelial cells and leuco- 
cytes than normal were present in the 
urine. Otherwise no abnormality was 
found on examination. The cause of 
the disorder was thought to be 
exercise in excess of the man’s capacity 
for it. The condition cleared up after 
six to ten weeks’ rest. 


Hzemorrhage. 


H. ScarsoroucH (The Edinburgh 
Medical Journal, February, 1943) dis- 
cusses vitamins in relation to hzemer- 
rhage. He indicates the relationship 
of trauma to bleeding: frequently the 
trauma appears to be insufficient to 
cause hemorrhage. It is apparent that 
in some patients bleeding occurs more 
readily than in others, but it is well 
recognized that many patients claim to 
be bleeders without reason. The author 
states that some hemorrhagic diseases 
respond to vitamin therapy unexpec- 
tedly; for instance, thrombocytopenic 
purpura is sometimes benefited by 
administration of vitamins OC and P, 
though it is more usual to obtain no 
response from the use of vitamins. 
Vitamin A has also been claimed as 
an arrestor of bleeding, but the author 
found no benefit from the use of large 
doses of vitamin A in purpura of the 


thrombocytopenic type. In jaundice- 
a prothrombin deficiency may exist. 
because of the lack of bile in the bowel; 
fats and fat-soluble substances, includ- 
ing vitamin K, are not efficiently 
absorbed and hemorrhage may occur. 
This can be corrected by giving vitamin. 
KE together with bile salt, or a synthetic 
analogue may be given by intra- 
muscular injection (2-methyl-1:4- 
naphthoquinone), or a water-soluble 
preparation such as “Synkavite” or 
“Kayvisyn” may be given. Vitamin K 
has also been effective in the hemor- 
rhagic diathesis of the newborn. In 
chronic liver disorders excessive bleed- 
ing may occur, but no method of con- 
trol has been found, the vitamins being 
without effect. Bleeding in scurvy can 
be controlled by ascorbic acid, and 
petechial bleeding in the absence of 
scurvy has been controlled by vitamin 
P. The author suggests that there is: 
a definite syndrome due to lack of 
vitamin P, including petechial pains 
across shoulders and in the legs, las-- 
situde and undue fatigue, low capillary’ 
resistance and low serum calcium with 
slightly prolonged bleeding time. 
Vitamins C and P occur together in: 
natural sources. It is suggested that 
vitamin P might be of value _ in. 
some forms of non-thrombocytopenic- 
purpura. 


T. Francis, JuNion (The Journal of 
the American Medical Association, May 
1, 1943), discusses the epidemiology of 
influenza. In 1918-1919, twenty million. 
people died of influenza, 548,000 in. 
America. The number of people 
attacked was fifty times as great. It 
is suggested that another pandemic of 
influenza may occur during the present 
world war. Influenza virus A was. 
isolated in England in 1933; there were 
widespread epidemics of influenza A in 
America, Australia, Europe, Russia, 
China and Japan in 1936, and agaim 
in 1938-1939 and 1940-1941. The onset 
of these epidemics was sharp, the 
epidemic climbed rapidly to a peak and 
subsided promptly, the incidence was 
high and the case fatality low. In 
1940, influenza virus type B_ was: 
isolated in New York. It had previously 
been circulating in Australia in 1938. 
The B type has been shown to have- 
a world-wide distribution. The two: 
diseases are similar clinically and’ 
epidemiologically, but immunologically’ 
they are quite distinct; infection with 
one elicits neither specific antibodies 
nor immunity to the other. The route- 
of infection in influenza is the respira- 
tory tract; inoculation by other routes: 
rarely produces the disease, but it does: 
result in increased ce and. 
appearance of antibodies. The incuba-- 
tion period (24 to 48 hours) and the- 
widespread dissemination of the virus 
favour the speedy development of the- 
influenza epidemic. The virus has been. 
recovered from persons in the incuba- 
tion period or convalescence, and these: 
factors indicate the ready mode of 
spread. Influenza affects children more- 
often than adults, though fewer 
children die of it. Probably pandemic 
influenza is a modification of a disease: 
caused by a virus similar to those at 
present identified, rather than am 
unrelated infection arising spon- 
taneously in the population. A change 
in virulence, a modification in type or: 
strain of the virus or the prevalence 
of pathogenic bacteria may contribute- 
to the effect. 
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British Bedical Association Mews. 


SCIENTIFIC. 


A MEeTING of the New South Wales Branch of the British 
Medical Association was held on June 17, 1943, at the Royal 
North Shore Hospital of Sydney. The meeting took the form 
of a number of clinical demonstrations by members of the 
honorary medical staff of the hospital. Part of this report 
was published in the issue of September 25, 1943. 


Anterior Dislocation of the Right Hip: Partial 
Separation of the Epiphysis of the Greater 
Trochanter. 


Dr. KATHLEEN CUNINGHAM showed a boy, aged fourteen 
years, who had been admitted to hospital with a history of 
a fall from a horse two days previously. On his admission 
to hospital, the prominence of the greater trochanter was 
not palpable on the right lower limb; much swelling and 
ecchymosis were present below the right inguinal ligament, 
thought to be due to a hematoma. The first X-ray examina- 
tion revealed downward displacement of the greater tro- 
chanter, possibly due to fracture. A further lateral X-ray 
film ineluding the pelvis elucidated the true state of affairs; 
there was an anterior dislocation of the head of the right 
femur, also a partial separation of the greater trochanter 
at the level of the epiphysis. The anterior dislocation was 
reduced under anesthesia and the limb was placed in a 
plaster cast in moderate abduction. Dr. Cuningham said 
that both the conditions were extremely rare. An X-ray 
examination after reduction showed that the parts were in 


good position. 
Buerger’s Disease after Lumbar Sympathectomy. 


Dr. Cuningham’s second patient was a male, aged thirty- 
two years, who had first been admitted to hospital on 
September 7, 1942, suffering from Buerger's disease. Treat- 
ment in the following forms was instituted: (i) postural 
exercises to the legs three timés a day; (ii) the application 
of electric heat to one arm for two hours three times a day; 
(ili) intravenous injections of “T.A.B.” vaccine at regular 
intervals to produce a temperature of 101° or 102° F., but 
not rigors. Walking tests were carried out before, during 
and after the treatment’® After six injections of “T.A.B.” 
vaccine very little imprévement was noticed, and it was 
decided to inject the lumbar sympathetic ganglia with 
“Novocain” as a preliminary test before sympathectomy was 
performed. The left side was chosen because the symptoms 
had been more pronounced and more prolonged on that 
side. The day after injection of the first left lumbar sympa- 
thetic ganglion, a walking test showed that the injection 
had been successful; the patient experienced no pain in the 
left leg. Treatment was continued until he was discharged 
from hospital on October 10, having benefited very little 
from medical treatment. 

The patient was admitted to hospital for the second time 
on November 2, 1942. In the interim symptoms had not 
diminished, and the patient was subjected to excision of 
the left lumbar sympathetic chain. On his discharge from 
hospital three weeks later, a walking test showed that the 
operation had been successful up to that time; the patient 
experienced only a slight ache in the left leg, and this 
passed off rapidly on cessation of walking. 

The patient was admitted to hospital for the third time 
on December 14, 1942. Right lumbar sympathectomy was 
performed, and the right foot was quite warm on his dis- 
charge from hospital on January 6, 1943. 


Nystagmus following Compound Depressed Fracture of 
the Skull. 


Dr. Cuningham next showed a boy, aged six years, who 
had been admitted to hospital after having been knocked 
down by a motor-car. On examination, a laceration four 
inches long was found extending from the anterior part of 
the right parietal bone across the frontal bone to the left 
of the mid-line. The child was unconscious on his admission 
to hospital; his pulse was irregular and his pupils were 
moderately dilated and equal, and reacted to light. An X-ray 
examination of the skull revealed a depressed fracture of 
the frontal bone. 

Blevation of the depressed area of the skull and decom- 
pression with removal of a hematoma were carried out on 
the day of his admission to hospital. He remained 
unconscious and restless for some days. Five days after 
operation he was able to put out his tongue on being asked 
to do so, but remained only semi-conscious and restless for 


several more days. Lumbar puncture was performed on the 
tenth day; the fluid was under a pressure of 200 millimetres 
and appeared clear, though it contained 140 cells per cubic 
millimetre; the cells were mainly erythrocytes. On his 
seventeenth day in hospital he began to recognize his 
relatives and his condition seemed to be improving. All 
this time his pulse rate had been approximately 90 to 100 
per minute, but on the twentieth day it suddenly increased 
to 120 per minute, only to fall to 50 per minute two hours 
later. His pupils were then unequal and reacted sluggishly 
to light; the right pupil was the larger and more sluggish. 
Lateral deviation..of both eyes was present, and medial 
nystagmus of the left eye only was noticed. The right knee 
jerk was absent, the right plantar response was normal, and 
the left plantar response was doubtful, but accompanied by 
“toe fanning”. The other reflexes were normal; the face 
was immobile. Lumbar puncture was performed and the 
fluid was found to be under reduced pressure and clear. 


- The following day all the reflexes were normal, and the 


pulse rate was «ising again. One week later slight 
strabismus was still noticed at times, but this slowly passed 
off. Early in the child’s fifth week in hospital he was 
allowed to stand and walk a little. He was discharged from 
hospital the following week. 


Toxic Manifestation of Sulphathiazole. 


Dr. Cuningham finally showed a male patient, aged forty- 
two years, who had been admitted to hospital on May 14, 
1943, with an infected area of skin in the prepatellar region 
of the right leg. Treatment with hot foments to the 
pustular area was instituted, and sulphathiazole was 
administered. More pustules developed over all limbs within 
the next week. At the end of this week the temperature 
rose to 104° F., and an acutely tender cdematous area 
developed over the head of the right fibula. Osteotomy was 
performed; the head of the fibula was necrotic and spongy, 
but no frank pus was seen. The leg was treated in a plaster 
cast according to Winnett Orr’s method. 

Seven days later the patient’s temperature, which up till 
then had risen each day to about 100° F., became further 
elevated, rising higher each day to a maximum of 105° F. 
During this time, raised, erythematous patches starting from 
the affected knee had spread over all the extremities, and 
on the ninth day after the osteotomy, herpetiform lesions 
developed on his neck. He became nauseated, double vision 
occurred and spasmodic respiratory distress developed. The 
patient had then had 64 grammes of sulphathiazole in about 
nineteen days; the blood level of sulphathiazole was 1°6 
milligrammes per centum. An attempt at culture of the 
pus from the fibula was without result. The patient was 
then seen by Dr. Shallard, who considered that the elevated 
temperature, the skin manifestations and the deterioration 
in the patient’s general condition were toxic manifestations 
due to _ sulphathiazole. Within twenty-four hours of 
suspension of the drug, the temperature had fallen to normal, 
the rash was subsiding and the general condition had greatly 
improved. The temperature did not again rise above 99° F. 
during the patient’s stay in hospital, and on his discharge 
four weeks after his admission to hospital some skin lesions 
were still present, though not pronounced. 


Newgrowth on the Left Eye. 


Dr. W. M. C. MacDonaLp showed a male patient, who on 
June 17, 1942, had consulted him about a newgrowth on the 
left eye. On examination, a heaping up of the epithelium 
at the limbus above and vascularization were found; a 
similar but much smaller area was present in the right eye. 

Dr. MacDonald said that the condition raised the suspicion 
of epithelioma; Dr. H. J. Ham agreed with that diagnosis. 
Radium was applied, and the lesions disappeared from both 
eyes, no trace being left. The day before the meeting the 
patient had returned, and a recurrence of the lesion in the 
right eye could be seen at the lateral limbal margin. Dr. 
MacDonald had no doubt that the recurrence could be satis- 
factorily dealt with by radium, in view of the results already 
achieved by Dr. Ham in the case under discussion. 


Spontaneous Cure of Cataract: Glaucoma. 


Dr. MacDonald next showed a male patient who had had 
defective vision in the left eye for some years; at the time 
of the meeting vision in the right eye was defective. On 
examination, cataract was present in the right eye. In the 
left eye, in which cataract was also present, the lens had 
been partially dislocated backwards. The vision of the ht 
eye could not be improved, but with correction it was ‘/,. 
Subsequently acute glaucoma developed in the right eye, 
and the lens was removed after iridectomy had been per- 
formed. The tension normal; but subsequently 
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another attack of acute glaucoma occurred. Trephining was 
carried out and the eye settled down. Dr. MacDonald said 
that a capsular membrane was now present in the pupil, but 
he was reluctant to operate again. The trephine opening 
had become obliterated; but the tension, though full at 
times, remained fair. The patient carried on with his left 
eye, using a cataract glass. The left eye presented an 
example of spontaneous cure of cataract, and illustrated the 
result aimed at in the old mediaeval operation of couching. 


Tuberculosis of the Spine and Left Hip during 
Treatment and After Treatment. 

Dr. A. R. HAMILTON showed two patients suffering from 
tuberculosis of the spine and left hip, @ne ef whom was being 
treated and the other had been treated. The first patient 
was a male, aged twenty-two years, who had been admitted 
to hospital on June 26, 1940, with a severe tilt of the trunk 
to the left and a large abscess in the left iliac fossa with 
pain on extending the hip. There was a history of typhoid 
fever a short time previously, and the possibility of a 
typhoid infection of the spine was considered. An X-ray 
examination of the spine suggested advanced osteoarthritis. 
The appearances in an X-ray film of the chest were sug- 
gestive of tuberculosis of the upper lobe of the right lung. 
X-ray examination of the pelvis revealed pronounced 
scoliosis above the lumbo-sacral joint. 

On July 1 the psoas abscess was aspirated and a large 
quantity of pus was evacuated. This contained tubercle 
bacilli. The patient was placed on a Jones’s frame. The 
abscess was repeatedly aspirated. Successive examinations 
revealed improvement in the spinal condition. 

On November 12, 1941, a pain developed in the left groin, 
and an X-ray examination revealed involvement of the left 
hip joint. This was considered: to be tuberculous. 

In April, 1942, X-ray examination revealed great destruc- 
tion of the cartilage of the hip joint surfaces and rarefaction 
of the adjacent bones. In May, 1942, an abscess developed 
beneath the right tensor fasciati femoris muscle; this 
responded to repeated aspirations. An abscess also developed 
over the lateral aspect of the left thigh, but repeated aspira- 
tions did not prevent it from discharging on the surface. 
The X-ray appearances of the lumbar part of the spine 
had the characteristics of osteomyelitis or typhoid infection 
rather than those of tuberculosis. 

Dr. Hamilton said that the value of treating such a patient 
on a Jones's frame was well demonstrated by examination 
of the second patient he showed. This patient was a male, 
aged forty-two years, who had been admitted to hospital 
suffering from (i) left tuberculous epididymo-orchitis, (ii) 
bilateral pulmonary tuberculosis, (iii) Pott’s disease and 
(iv) tuberculosis of the left hip joint. In January, 1936, this 
man complained of enlargement of a testicle and of a 
discharge from the scrotum, which was found to be due to 
tuberculous orchitis. X-ray examination revealed bilateral 
pulmonary tuberculosis. . In June, 1937, he complained of 
pain in the thoracic region of the back, and a lump seen 
at the level of the tenth dorsal vertebra; a diagnosis of 
Pott’s disease was made, and he was put at rest on a Jones’s 
frame. A collection of pus appeared near the left nipple, 
discharged and finally healed. 

In October, 1937, he complained of pain in the left groin 
and left leg. Treatment on the frame was persevered with, 
and he was nursed at home for some time. His condition 
deteriorated and he felt uncomfortable on the frame, and 
later a plaster of Paris bed was made to replace it. 

In October, 1939, an X-ray examination revealed no active 
lung lesion, slight calcification in the spinal lesion, and 
infective (tuberculous) arthritis of the hip joint. 

In January, 1940, a plaster spica was applied from nipples 
to left ankle, with the left leg in slight abduction. An X-ray 
examination in October, 1942, revealed bony ankylosis of 
the left hip joint; the plaster spica was removed and a 
caliper was substituted, walking was commenced, and the 
patient was discharged from hospital in November, 1942. Dr. 
Hamilton said that the patient was extremely ill at one 
stage, and in fact no hope had been held for his recovery. 
At the time of the meeting he was fit and well; his spine 
was straight and his hip had ankylosed in excellent position, 
= he had been given an appointment as assistant splint- 
maker. 

Dr. Hamilton said that the two patients shown 
illustrated the care required in the treatment of surgical 
tuberculosis; they were also examples of those patients who 
required a special hospital for their treatment, which 
extended over many years. In such a hospital, amusements, 
education and vocational training could be provided in con- 
junction with their medical treatment, whilst it was impos- 
sible to organize such a routine for a few patients in' every 
general hospital. It was regrettable that New South Wales 
was so far behind the rest of the world in that regard. 


Tendon Transplantations. 


Dr. Hamilton next showed two patients who had under- 
gone tendon transplantations. The first was a male patient, 
aged nine years, who had suffered from poliomyelitis at the 
age of sixteen months. Examination revealed a cavus foot 
and paralysis of the tibialis anticus muscle. The eztensor 
digitorum longus and extensor hallucis longus contracted 
well. 

On March 29, 1943, a Steindler’s operation was performed 
to eliminate the cavus deformity, and the long extensors of 
all toes were transplanted into the shafts of the corres- 
ponding metatarsals. The foot and the lower part of the 
leg were immobilized in a plaster cast for six weeks; at the 
end of that time the sutures were removed and exercises 
instituted. A night splint was worn for some time after- 
wards. Dr. Hamilton said that the boy at the time of the 
meeting could dorsifiex his foot actively and strongly, and 
the danger of metatarsalgia and callosities in later life had 
been eliminated. 

Dr. Hamilton’s other patient who had undergone a tendon 
transplantation was a male, aged fifteen years. On February 
25, 1942, he had been admitted to hospital suffering from 
meningitis. “Dagenan” injections were given intra- 
muscularly, one of which evidently came in contact with 
the musculospiral nerve, and on March 13 wrist drop was 
noticed. The hand was kept splinted for eight months, and 
the extensor carpi ulnaris muscle regained its function. On 
November 19 the nerve was explored; apart from one 
enlarged fasciculus, the nerve for several inches was found 
to be represented by a fibrous cord. After the affected part 
had been excised, the gap was found to be too great for 
suture, and it was decided to perform a tendon trans- 
plantation later. 

On April 10, 1943, Robert Jones’s operation was carried out 
with gratifying results. Dr. Hamilton said that the boy 
could now dorsiflex his wrist and fingers, and the muscle 
power was still improving. The moral to be gleaned from 
the case was obvious. 


Osteomyelitis of the Femur. 


Dr. Hamilton finally showed a male patient, aged fourteen 
years, who had been admitted to hospital on March 27, 1943, 
with a temperature of 105°4° F., and in a listless condition. 
There were no chest signs, and lumbar puncture was of no 
assistance. On March 28 pain and loss of power were noted 
in the lumbar and left leg musculature, and it was thought 
that an infective process was present about the left hip 
joint; but its exact situation could not be determined. On 
April 5 tenderness over the great trochanter and some 
swelling in that region developed, and movement at the left 
hip joint caused pain. 

On April 8, under nitrous oxide and oxygen anesthesia, 
the left hip joint was aspirated and a few drops of sanguino- 
purulent fluid were obtained. The hip joint was then entered 
by the posterior approach, but no pus was seen. The pus 
obtained by aspiration contained hemolytic Staphylococcus 
aureus. An incision was also made over the tender area in 
the great trochanter, but no pus was detected. The patient 
was placed on a Jones’s frame with leg extension. 
Sulphathiazole was administered, two tablets being given 
every four hours for three weeks, without effect. X-ray 
examinations ultimately revealed osteoporosis at the 
epiphyseal line of the femoral neck and subsequently 
necrosis of the head and neck of the femur. Some days 
after the operation pus began to discharge from the 
incisions, and the extreme swelling of the thigh subsided. 
Dr. Hamilton said that the case under discussion demon- 
strated the extreme difficulty often encountered in 
determining the exact site of infection about the hip joint. 
It was important to determine this point before instituting 
treatment, as treatment varied according to the location of 
the infection. 


Petrositis following Mastoiditis. 


Dr. E. P. BuasHK!I showed a male patient, aged forty-two 
years, who had been admitted to hospital on February 1, 
1943, suffering from severe headache of three weeks’ duration 
and from noises in the right ear present for the same period. 
In December, 1942, polypi had been removed from both sides 
of his nose. Two weeks later he was deaf in the right ear, 
and the ear began to throb. Three days later again 
paracentesis was performed on the right side. For two 
weeks before his readmission to hospital in February, 1943, 
a discharge of thick yellow pus from the right ear had 
been present. 

On examination, no abnormalities were detected except the 
condition of the right ear. Simple mastoidectomy was per- 
formed on the right side the same day; early mastoiditis 
was found, and the mastoid process was very large. On 


ue 
es 
dic 
lis 
is 
All 
00 
ed | 
rs 
ly } 
ih. 
al 7 
ee 
nd | 
by 
ce 
he 
he 
ht 
| 
1S 
m | 
| 
= 
| 
id 
is 
1e 
at 
‘ 
| | 
of 
I, 
ly 
e 
1s ‘ 
n 
ie 
mn 
a 
e. 
n 
3. 
h 
6 
| 
y 
d 
e 
a 
e 
d 
it 
4 
y 


306 THE MEDICAL JOURNAL OF AUSTRALIA. 


Ocroser 9, 1943. 


February 15 the patient complained that pain and swelling 
of the right side of the face had been present for two days; 
examination disclosed an abscess of the second molar tooth 
in the lower jaw on the right side. The next day the tooth 
was extracted. On February 17 a copious discharge from 
the right external auditory meatus began; a discharge was 
still coming from the wound. On February 18 an X-ray 
examination was made; some cells in towards the petrous 
portion of the temporal bone appeared dull, but no definite 
pronouncement could be made on the findings. On February 
20 a second surgical procedure was undertaken; the simple 
mastoidectomy was converted into a conservative radical 
operation. The cavity was found to be filled with granula- 
tion tissue, and pus was present around the aditus. On 
March 3 a copious discharge was still coming from the ear, 
and the patient was suffering from headache in the right 
parietal area. Ionization treatment was given for twenty 
minutes at three milliamperes, and the treatment was 
repeated on March 8. On March 9 two teeth were extracted. 
On March 10 the right antrum was washed out. On March 
12 the patient was allowed to go home; a discharge was still 
coming from the right ear. On March 15 lavage of the right 
antrum was carried out in the out-patient department; that 
night the patient suffered from a severe frontal headache. 
On March 16 he still had some frontal headache, and at 
3 p.m. he was comatose. 

On March 17 he was readmitted to hospital, unconscious. 
Neck rigidity was pronounced, Kernig’s sign was -elicited, 
the left knee jerk was exaggerated and the right was normal, 
the temperature was 103°8° F., the pulse rate was 102 per 
minute, and respirations numbered 26 per minute. Lumbar 
puncture was performed; the cerebro-spinal fluid was under 
a pressure of 280 millimetres and was slightly turbid; the 
sugar, protein and chloride contents of the fluid, in milli- 
grammes per 100 cubic centimetres, were respectively 56, 
200 and 646; the fluid was sterile, and in a stained smear a 
few polymorphonuclear leucocytes and lymphocytes in equal 
proportion were seen. Treatment with intramuscular injec- 
tions of “Dagenan” soluble was begun; 5°0 grammes were 
given at once, and 1-0 gramme was given every four hours 
afterwards. On the same day Lambert's operation for 
exploration of the tip of the petrous portion of the mastoid 
process was performed; no pus was found. The intravenous 
administration of glucose-saline solution (10%) was begun, 
and a total of seven pints was given. Later, “Dagenan” was 
administered orally instead of intramuscularly, one gramme 
being given every four hours. On March 18 the patient's 
temperature was 103° F. The intravenous administration of 
saline solution was suspended, and the patient was able to 
take fluids by mouth. A slight external rectus squint was 
noticed on the right side. Lumbar puncture was again 
performed; the cerebro-spinal fluid was under a pressure of 
330 millimetres and was very cloudy; the chloride and sugar 
contents of the fluid, in milligrammes per 100 cubic centi- 
metres, were respectively 655 and 50; the fluid was sterile; 
numerous erythrocytes were seen in it, but only an 
occasional neutrophile cell; in a stained smear fairly 
numerous leucocytes were seen, nine lymphocytes to one 
polymorphonuclear cell. On March 13 severe hiccup 
developed; the patient was more rational. On March 22 
the hiccup was still present, but to some extent it was 
relieved by “Carbogen”. Treatment with “M & B 693” was 
suspended; the patient's temperature was 99° F. On March 
23 gastric lavage was carried out and sodium bicarbonate 
solution was left in the stomach; these measures had no 
effect on the hiccup. The patient was still suffering from 
headache, but his temperature was normal. On March 25 
lumbar puncture was performed in an attempt to relieve 
the headache; the cerebro-spinal fluid was under a pressure 
of 300 millimetres, and it was clear; the fluid was sterile, 
and the sugar, chloride and protein contents, in milli- 
grammes per 100 cubic centimetres, were respectively 60, 
702 and 80. The wound was dressed through the ear. 

On March 27 the patient had no hiccup, but slight pain 
was still present in the right frontal and temporo-parietal 
regions. On March 31 the patient still had slight headache. 
On April 19 the wound was gradually healing; a slight dis- 
charge was still present. Dr: Blashki said that from this 
time onward the patient’s condition had gradually improved; 
his wound was dressed every second day, he had some nasal 
polypi removed, and he was discharged from hospital on 
May 14 in good health. Since then he had been attending 


the out-patient department. At first the cavity was repacked 
with gauze, but lately he had been treated by ionization 
with zinc solution, the treatments lasting for periods of 
twenty minutes and three milliamperes being used. The 
cavity was healing well. 


(To be continued.) 


Correspondence. 


THE FUTURE OF MEDICAL PRACTICE. 


Sir: I think that the profession should be grateful to 
Captain James A. Inglis, of Persia and Iraq Force, for his 
thoughtful letter on the future of medical practice in your 
issue of August 28. While not agreeing with all that Captain 
Inglis has to say, I feel sure that his remarks on group 
practice and decentralization control will meet with ready 
eg aga amongst country practitioners in New South 

ales. 

One of the greatest fears which beset the profession on 
the future of medical practice is that of being involved in 
a large departmental bureaucratic organization. If the 
Government could assure the profession that it would not 
be so involved or controlled, then the most important step 
towards the reform of medical practice in the Common- 
wealth will have been achieved. 

Yours, etc., 
Keiru J. B. Davis. 

Tamworth, 

New South Wales, 
September 4, 1943. 


THE BIRTH RATE IN AUSTRALIA. 


Sir: In view of the correspondence, leading articles et 
cetera appearing in the lay Press about the necessity for 
increased population in Australia, it is disappointing to find 
the obstetricians and psychiatrists relatively inarticulate on 
the subject as to why the Australian women produce an 
average family of under 2°5, whereas before the last war, 
the average was over 3°5. 

An analysis of 100 consecutive women seen in general 
practice who requested that pregnancy should be terminated 
has been made as under: 


Married women without children .. .. 28 
Married women with one child .. .. 31 
Married women with more than one child 13 


100 

Of the 28 single women, in 12 cases both parties desired 
termination of the pregnancy. In 11 cases the woman was 
anxious to terminate her pregnancy, while the partners 
were either indifferent or in some cases keen to get married 
and have the child. In five cases the man was the anxious 
partner. 

In the 28 married women without family, 19 were in the 
first year of married life and the remainder over one year 
married. Finance was invariably given as an explanation, 
and the usual story was that the husband’s average earnings 
were £6 per week, plus the wife’s £2 10s., and they were 
often struggling to keep up payments of rent or home 
purchase or furniture et cetera, the latter mostly based on 
a two or three year hire purchase agreement and arranged 
on the £8 10s. per week budget. However, a very large 
factor in these cases was the bewildering advice tendered to 
young couples by doubtless well-meaning relatives and/or 
friends, such as: “Do not have a family as soon as you get 


married.” “Do not have a family before you are twenty-one 
or over.” “Do not tie yourself up with children and spoil 
your fun.” “Do not bring children into the present world.” 


“The child may be malformed or mentally weak.” (Some 
reasons, such as a war, depression, economic or political 
uncertainty being advanced to support their advice.) This 
multitude of advice, often contradictory, has the effect of 
throwing the couple into confusion, and the mental conflict 
may result in a request for the termination of the pregnancy. 
These couples need careful psychological handling. which is 
rarely obtained. Usually the medical practitioner, on 
receiving such a request, draws himself up in righteous 
indignation and informs them in high disdain that “he does 
not do such things’, whereas a little helpful advice would 
often give the young couple the correct perspective of their 
duties as husband and wife and citizens. Of the 19, nine 
were persuaded to continue, the others disappeared and 
some may possibly have carried on the pregnancy else- 
where. Of the nine married for over a year, five carried 
on with the pregnancy and the other four were not seen 


again. 
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The one child group was the largest, consisting of 31, and 
here finance was only a minor factor. The fundamental 
reason in these cases was that the parents had been dis- 
appointed since the advent of the first child due to psycho- 
logical unpreparedness for the bringing up of this child, and 
instead of the child bringing joy and pleasure into the home, 
the opposite effect had been achieved, and the parents were 
strenuously opposed to a second instalment. “One was too 
much” was a frequent statement. 

There is little training or supervision of young mothers 
and the damaging and conflicting advice received from the 
old women of the neighbourhood (the best fifth columnists 
for wrecking family life and the Australian birth rate) does 
nothing to assist a young wife and mother to get the most 
out of her married life and parenthood. Clinics, though 
worthy in many respects, unfortunately, in my experience, 
tend to increase the anxiety neurosis and mental conflict of 
these parents by making the rearing of a baby a science 
instead of encouraging it as an art with every mother and 
child an individual problem. 

Education of women for their duties, responsibilities, joys 
and sorrows of motherhood by capable, sympathetic 
advisers must figure prominently in adjusting these 
deliberate one child marriages. Of the 31, only seven were 
persuaded to carry on the pregnancy. The fact that so many 
consultations and so much time would be required to effect a 
change in their psychology and that the patients’ visit was 
primarily not intended to obtain this treatment, militated 
against success. 

In the last group of 13, four were over 35 with a long 
interval from the birth of the last child (usually over ten 
years) and could be called a menopausal pregnancy. Their 
fear of ridicule from friends and grown-up families, or 
unwillingness to recommence the rearing of a family which 
they had thought to be long completed were the chief 
factors. When it was pointed out that this would keep them 
young and make them appear young to the outside world, 
and also that their child would be a companion in their old 
age when the others had gone, three of the four were 
induced to continue; possibly the fourth may have done 
likewise. In the other group of nine, the chief complaint 
was of too many pregnancies close together, many within 
one year, with limited financial resources and no domestic 
help available. Very little provision or help is given these 
women, who often have a heart-breaking job. The providing 
of free help by a government domestic service, which is now 
being arranged in New Zealand, is a prime essential. Con- 
trol by an almoner to look after the family from all aspects 
is also necessary. The plight of these families when sickness 
occurs is pitiable. A third of their wages goes in rent for 
a poor class sub-standard house, inadequate for a large 
family, which after the payment for food, leaves 
insufficient money to afford private medical advice, and these 
people are condemned to hang about the out-patient depart- 
ments for hours seeking medical advice and medicines, to 
the detriment of their other children and the house. Most 
of these cases consider that after two or three children they 
have “done their duty”, and with the lack of encouragement 
from the powers that be, this is not a surprising attitude. 
In this State, the Department of Social Services still pays 
medical fees for a curette to be performed in the patient’s 
home, but not for a confinement. 

This letter is written with the hope that the compilation 
of adequate statistics in this matter may be made, and some 
definite action to correct the obvious features of these 
cases. 

Yours, etc., 
B. WILLIAMS. 

270, Bondi Road, 

Bondi, 
New South Wales. 

September 18, 1943. 


THE PARLIAMENTARY JOINT COMMITTEE'S 
REPORT. 


Sir: Dr. Davidson expresses doubt as to the accuracy of 
a statement in the report of the Medical Survey Committee 
to the effect that the amount of public health work done by 
general practitioners is minimal. He casts doubt on the 
ability of any of the other members of the committee to 
make such a statement with propriety, and wonders how I 
could have allowed it to pass. 

It seems that no one other than a general practitioner is 
regarded as capable of making sensible comment on the 
conditions of medical practice. Well, I have been in country 


general practice here for twenty-seven years. For twenty- 
three of those I have been part-time medical officer of health 
to one; and for ten years to three municipalities. Also, on 
the committee’s tour, many medical practitioners in all 
States were specifically asked about the amount of public 
health work they did; and this very often by myself 
personally. 

The reasons therefore why I allowed such a statement to 
pass are that: (i) I believe it to be neither negative nor 
disparaging, but a simple statement of fact. (ii) I, as well 
as the other members of that committee, had ample and 
unequalled opportunity of finding out whether it was true 
or not. 

And possibly another reason why I allowed it to pass my 
scrutiny was that I wrote it myself. 

Yours, etc., 
ARTHUR E. Brown. 

Connor Street, 

Colac, 
Victoria, 

September 28, 1943. 


ADVICE URGENTLY REQUIRED. 


Sir: “Perplexed” will find his patient secures immediate 
relief from an intravenous injection of morphine sulphate 
(one-quarter of a grain) with atropine sulphate (one one- 
hundred-and-fiftieth of a grain). I always carry ampoules 
of this, and patients with occasional attacks of colic are 
grateful for the absence of a waiting period before their 
pain is relieved. 

Yours, etc., 
R. PALMERSTON RUNDLE. 

William Street, 

Rockhampton, 
September 28, 1943. 


PEMPHIGUS. 


Str: Dr. John Kelly, in his letter of September 4, has seen 
fit to indulge in personalities, which makes further dis- 
cussion on a scientific subject impossible for me. 

Yours, etc., 
F. GoupscH.aa. 
114th Australian General Hospital. 
Australia, 
September 28, 1943. 


COLDS AND ABSENTEEISM. 


Sir: Since the common cold has been shown to be the 
greatest single cause of absenteeism in industry in the 
present war, its prevention or abortion becomes a matter of 
first-class national importance. In the Mistura Tussis 
Rubra’ of the B.M.A. National Formulary we possess an 
agent which will abort the vast majority of incipient colds 
within forty-eight hours, and thus prevent absenteeism, if 
half an ounce of the mixture be administered to the patient 
four-hourly (night and day) during this period. (There- 
after the mixture may be continued three times a day, if 
required, until all symptoms have completely disappeared.) 

During the winters of 1936-1937 and 1937-1938 the writer 
was in civilian medical charge in England of a Royal Air 
Force aerodrome of several hundred men, where this mixture 
was administered in the manner described to every one 
reporting “sick” of incipient cold or catarrh. Though many 
hundreds of colds were so treated during the course of 
these two winters, the admissions to hospital (“absence from 
duty”) with respiratory troubles during the same period fell 
practically to zero, in striking contrast to the experience of 
all previous years. I am therefore confident that if this 
simple remedy were employed in the manner indicated, 
absenteeism in industry in winter in cold localities would be 
very materially reduced. In private practice, if feverishness 
is present, five grains of amidopyrine can, in addition, be 
advantageously and safely administered ter in die during 
the first twenty-four hours. 

Yours, etc., 

Sydney, J. WaLkKer Toms. 

October 1, 1943. 


1 Liquoris Morphini Hydrochloridi, 5 minims; Aceti Ipecacu- 
anhe (B.P., 1898), 10 minims; Syrupi Scilla, 30 minims; Aque 
Chloroformi, ad half an ounce, 
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Wevical Practice. 


TREATMENT OF MALARIA OCCURRING IN CIVILIANS. 


Tue following course of treatment is recommended by the 
Director-General of Medical Services for the treatment of 
malaria in civilians: 


“Atebrin” 0-1 gramme three times a day for five days, 
followed by “Plasmoquine” 0-01 gramme three times a day 
for five days. It is important that each dose of both these 
drugs should be taken after food with a copious draught of 
water. 

This treatment is adequate to control an attack, and 
should minimize the occurrence of relapses under the con- 
ditions in which malaria might arise in the civil population. 
The only type of infection likely to occur in civilians is 
benign tertian. It is important to obtain confirmation of 
the diagnosis by microscopic examination of blood films by 
a pathologist. This should be done if possible in the case 
of both primary attacks and relapses. 

In the event of supplies of “Plasmoquine” being short, a 
dosage of 0-01 gramme three times a day for three days is 
usually sufficient. Attention is directed to the necessity of 
checking the dose of “Plasmoquine” tablets, as these are 
put up in strengths of both 0°01 gramme and 0-02 gramme. 
All tablets of 0-02 gramme should be halved for administra- 
tion except those in which the dosage is stated as 0-02 
gramme equivalent to 0-01 gramme of “Plasmoquine” base. 


Maval, Wilitary and Air Force. 


APPOINTMENTS. 


THe undermentioned appointments have been promulgated 
in the Commonwealth of Australia Gazette, Number 209, of 
September 23, 1943. 


PERMANENT Naval Forces oF THE COMMONWEALTH. 
(Sea-Gornc Forces.) 

Appointment.—Surgeon Lieutenant (for Short Service) 
Clive Laurence Statham is appointed Surgeon Lieutenant on 
the Permanent List, to date 23rd January, 1944, with 
seniority in rank of 23rd July, 1938. 

Transfer to Retired List.—Surgeon Lieutenant-Commander 
Frank Frederick Coffey is transferred to the Retired List, 
dated 2nd May, 1943. 


Australian Oedical Board Proceedings. 


QUEENSLAND. 


THE undermentioned have been registered as duly qualified 
medical practitioners: 

Dowzer, Eunice Alice Rae, M.B., BS., 1943 (Univ. 
Queensland), 146, Windsor Road, Kelvin Grove. 

Lyons, Raymond Keith, M.B., BS., 1943 (Univ. 
Queensland), Figtree Pocket, Indooroopilly. 

Reye, Eric James, M.B., B.S., 1943 (Univ. Queensland), 
Hyde Road, Yeronga. 


Medical Appointments. 


Dr. Roy Arnold Lovejoy has been appointed Government 
Medical Officer at Liverpool, New South Wales. .- 

Dr. David Gild has been appointed Government Medical 
Officer at Kandos, New South Wales. 


Books Received. 


“A Short of il Love. Bailey, F.R.C.S. 
. MeNeill e, F.R.C. (ngiand) : 
London : Compan 


132 are coloured. Price: 36s. " net. 
“Pathological Histology”, by A 

M.D., F.R.C 

E. and 8. 

micrographs in colour. 


Octorer 9, 1943. 
“Starvation in Burope”, Geoffrey H. Bourne, D.Sc.; 1943. 
e Allen and Unwin Limited. 74” x 5”, pp. 144, 


London: Georg: 

with 19, illustrations. Price: 5s. net. 
“War Aims of a Plain Australian”, by C. E. W. Bean; 1943. 

Sydney London: Angus and Robertson Limited, 7” ‘x 49”, 

pp. 183. Price: 4s. 6d. 


Diary for the Montb. 


Ocr. 12.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

Oct. 12.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 

Oct. 12.—Tasmanian Branch, B.M.A.: Branch. 

Ocr. 19.—New South Wales Branch, B.M.A.: Ethics Committee, 

Ocr. 20.—Western Australian Branch, B.M.A.: Branch. 

Ocr. 21.—New South Wales Branch, B.M.A.: étinieal Meeting. 

Ocr. 22. eensland Branch, B.M.A.: Council. 

Oct. 26.—New South Wales ‘Branch, 'B.M.A.: Medical Politics 
Committee. 

Oct. 

Oct. 


27.—Victorian Branch, B.M.A.: Council. 

28.—New South Wales Branch, B.M.A.: Branch. 

Nov. 2.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 

Nov. 3.—Victorian Branch, B.M.A.: Branch. 

Nov. 3.—Western Australian Branch, B.M.A.: Council. 

Nov. 4.—South Australian Branch, B.M.A.: Council. 

Nov. 5.—Queensland Branch, B.M.A.: Branch. 

Nov... 9.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

Nov. 9%.—Tasmanian Branch, B.M.A.: Branch. 


Wedical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for Any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association. 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135, rie 

—_ Sydney): Australian Natives’ Association ; 

District United Friendly Societies’ Dispensary: Balmain 
United Friendly Societies’ Dispensary; Leichhardt _ 
Petersham United Friendly Societies’ Dispensary ; 
chester Unity Medical and Dispensing Oxford 
Street, dney; North Sydney PPriendly Societi Dis- 
rH imited ; People’s Prudential Assurance Company 

mited; Phenix Mutual Provident Society. 

Vietorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudentiai 
Association, Proprietary, Limited; Federated Mutual 
Medical Benefit Society ; Mutual National Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

land Branch (Honorary Secretary, B.M.A. House, 226, 

Quecwickkan Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ Medical ‘Institute ; Bundaberg Medica! 
ae Members accepting DGE appointments and 

esiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement 
to the Council before signing. 

South Australian Branch (Honorary Secretary, 178, North 
Terrace, Adelaide): All —~ dl appointments in South 
Australia ; all Contract Pract appointments in South 
Australia. 

Western Australian Branch (Honorary Secretary, 205, ~ gaint 

e’s Terrace, Perth): Wiluna Hospital; all Contraet 

Practice appointments in Western Australia. 


Editorial Motices. 


MaNvuscripts forwarded to the office of this journal canno! 
under any circumstances be returned. Original articles for 
warded for publication are understood to be offered to TH 
MagpicaL JouRNAL oF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, THs 
Mepicat JourNAL oF AusTRALIA, The Printing Seamer 
Street, Glebe. New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify a Manager. 
Tue MuepicaL JourNAL oF AusTRALIA, Seamer Street, Glebe. 
New South Wales, without of irregularity in the 


deliv of this _ cannot accept any 
unless such a is received within ene 
month. 


Supsceirtion Rares.—Medical students and others not 
receiving THs MupicaL JouRNAL oF in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 


appl to the Manager or through the usual agents and book- 

sellers. _Subscriptions. can commence at the beginning of any 
are renewable on ber 31. 

ane 5s. abroad per annum payable 


The rates are £ 
in advance 
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Practices, etc. 


and Suburban Practices 
for Transfer. 


Particulars Supplied in 
Confidence. 


GOYDER, SON & CO., 
Medical Agents, 


I cotheart House, lic Castlereagh 
Street, Sydney. BW 7149. 
After Hours XA 1749. 


Australian Physiotherapy 
Association 

(Australasian Massage 
Association) 

NEW SOUTH WALES 


Kassage, Remedial Exercises and 
Medical Electricity. 
Occupational Therapy. 


Members are fully trained in 
these subjects and work only 
wder the direction of a regis- 
tered medical practitioner. 


Further information obtainable 
from the Secretary, 
MISS E. P. EVANS, 
185 Elizabeth Street, Sydney. 
(MA 2031.) 


PERCIVAL D. OLLE 


MS.R., B.P.A., N.R. (Eng.), 
Masseur, Physio-Therapist. 
Short and Ultra-Short Wave, 
§to 20 Metres. At rooms only 
owing to screening. Ultra- 
Violet, Infra-Red, Diathermy, 
Iontophoresis. 
Physical injuries treated. 
“Wembury”, 
#2 Elizabeth Street, Ashfield. 
Telephone UA 1097. 


Service for Doctors 


Watson House, Bligh Street, 


Sydney 

Telephone: BW 4433 
This medical agency service, in- 
augurated some 12 years ago, is 
well known and respected by mem- 
bers of the profession throughout 
Australia and New Zealand. 
The progressive success of our 
Service for tors Section has 
depended to a large extent on the 
recommendations of those who 
have availed themselves of its 
services. 
If you are requiring medical 
agency service, deal with a house 
of standing, whose resources and 
reputation are a guarantee of its 
integrity and the protection of its 
clients’ interests. 


WATSON VICTOR 


LIMITED 


LICENSED BUSINESS AGENTS 


Watson House, Bligh St., Sydney 
117 Collins Street, Melbourne 
105 Eagle Street, Brisbane 
9 Gresham Street, Adelaide 
205 St. George’s Terrace, Perth 


SPEECH THERAPY 


emedial treatment on moder 
ines for Stammering, Idi 
ossia, Aphasia, Post-Opera 
tive Cleft Palate Speech. 


8 WRAY, A.8.5.T., 
peech Therapist to R.A.H.C. 
and R.F.H., Sydney. 


uarie Street, Sydney. 
"Phone: B 4650. 


WANTED TO BUY. 
KROMAYER LAMP. 


Particulars 
30 BUCKLAND AVENUE, 
GEELONG, VICTORIA. 


Master Chiropodist, 
Room 19, Fourth Floor, 
Challis House, 

10 MARTIN PLACE, SYDNEY. 
"Phone BW 6642. 

T. R. CHRIST 
Diploma Scientific Chiropody. 


LET.—FRONT SUITE TWO 
ROOMS, suit medical or denta) 


pretension, “BEANBAH”, 236 
acquarie Street, Sydney. Rent 
£3 10s. per week. Apply Super- 


intendent on premises or 

H. W. HORNING & CO. PTY. LTD 
Licensed Real Estate Agents, 

15 Martin Place, Sydney. B 6227-8 


LASSIFIED and Casual Adver- 
tisements for insertion in THs 
MepicaL JOURNAL OF AUSTRALIA 
should be in the hands of the 
Manager not later than 12 noon 
=: the Monday preceding date of 
e. 


PROFESSIONAL 


STATIONERY 
and all classes of printed 
matter on shortest notice 
THE PRINTING HOUSE 
Seamer St., Glebe, Sydney 
Telephone MW 2651 - 2 


W. RAMSAY 
(Surgical) PtyLtd 


SURGICAL INSTRUMENTS 
AND HOSPITAL 
APPLIANCES 
Latest Medical and Surgical 

Books Available - 
Sole Australasian Agents 
“BECKS” 


W. RAMSAY 
(Surgical) Pty. Ltd. 


340 Swanston St., Melbourne 
18 Howard Street, Perth 
11 Austin Street, Adelaide 


Microscopes 
By leading British 
and American 
makers, new and 
second hand. 
DIAGNOSTIC 
SETS, 
-moscopes, 
‘mersions, 
Accessories, Stains, Reagents, etc. 
BOOKS: Medical and Science 
Text-books, Natural History, 
Early’ Australian, new and 
second hand, 

Catalogues free. 
WANTED TO BUY: Micro- 
seopes, Survey Instruments, 
Sextants, Telescopes, 
Highest Cash Prices. 


N. H. SEWARD PTY. LTD. 
“Optical House”, 
457 Bourke St., Melbourne, C.1. 


etc, 


DUT AN ENDING 
TO NEEDLESS 
SPENDING 


NATIONAL 
SAVINGS BONDS, 


PRINTING 


Professional Stationery 
Scientific Publications 
Reports 


And all Classes of 
Commercial Printing 


@ 
Australasian Medical 
Seamer Street, Glebe, Sydney 


British Medical Agency of Nem South Wales Ltd. 


B.M.A. HOUSE, 135-137 MACQUARIE STREET, SYDNEY 


FOR ALL MEDICAL AGENCY SERVICE CONSULT YOUR OWN AGENCY 


Telephone B 4159. 


IF YOU ARE THINKING OF MAKING A CHANGE 
Members of the profession who are contemplating changes are 
invited to submit their proposals to us for free and friendly advice. 


FINANCIAL ASSISTANCE IS AVAILABLE IN 
After Hours XM 5572. Telegrams: “Locumtens Sydney”. 


APPROVED CASES 
F. W. DOUTCH, Manager. 


243. 
Locums, Assistants, etc. 
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DI-CALCIUM PHOSPHATE 
FERROUS IRON 
VITAMIN B, 

VITAMIN D 


PRICE TO PATIENTS 


SUPPLIED IN BOTTLES OF 6/- 
100 AND 1,000 TABLETS PER 100 TABLETS 


and Products 
and Head Office 
OS Macquarie Street, Sydney, Australia. 
Telephone: 6 6257 (3 lines). 
Tetegraphec and Cable Address: Glandular, Sydney. 
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